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contains: § Zinc sulfate (0.06%) — mild astringent and antiseptic 


i DROPS 


Sterile buffered solution 


for minor eye irritations 


decongestant astringent antiseptic 
Neo-Synephrine® HCi (0.08%) — gentle, long acting 
decongestant 


Boric acid (2.2%) —standard 
bacteriostatic and mild antiseptic 

Zephiran® chioride (1:7500) —well tolerated, efficient 
antiseptic and preservative 
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The increase in public accep- 
tance of contact lenses makes it 
essential for every ophthalmolo- 
gist to keep abreast of the late . 
developments in this field. To 
fill this need The Plastic Con- 
tact Lens Company has ex- 
panded the number of contact 
lens seminars for the Fall and 
Winter of 1959. 


THIRD PORTION / NOVEMBER 1 TO NOVEMBER 30 


CITY DATE 
COLORADO 


HOURS TYPE COURSE 


Denver Nov.3 7tol0O Primary & Advanced 


ILLINOIS 
Chicago Nov.12 7to10 Primary 


LOUISIANA 


New Orleans t lto5 Primary & Advanced 


OKLAHOMA 


Oklahoma 
City Nov. 7to 10 Primary 


Tulsa Nov. 7 to 10 Primary 


TENNESSEE 
Memphis Nov. 7 to 10 Primary 


TEXAS 


Dallas Nov.15 lto5 Primary & Advanced 
San Antonio Nov.17 7 to 10 Primary & Advanced 
Houston Nov. 19 7to10 Primary & Advanced 


UTAH 


SaltLake City Nov.1 1lto5 Primary & Advanced 


t(The Primary and Advanced Seminars are conducted at the same time.) There 


THE ADVANCED SEMINAR designed to help you acquire 
knowledge of contact lens theory and procedure. To include these 
latest developments: PHOTO ELECTRONIC KERATOSCOPY 
(PEK)*, W/J BICONS®, TORCON*, TELECON*, CONTA- 
SONICS”, and fitting Keratoconus and Aphakia. 


SEMINAR HOURS: Weekday 7 to 10 pm 
Sunday 1to 5pm 


Weekday 3:30to 5pm 
Sunday 10:30 to 12:00 noon 


THE PRIMARY SEMINAR designed to answer the needs of 
those now entering the contact lens field through practical dem- 
onstrations of fitting techniques and procedures. To include: 
fitting of the W/J SPHERCON® Bi-Curve and Tri-Curve lenses, 
the BICON* Bifocal! Contact Lens, uses and methods of fitting 
SPHERTINTS"*. 

SEMINAR HOURS: Weekday 7 to 10 pm 

Sunday 1to 5pm 

Weekday 3:30to 5:00 pm 

Sunday 10:30 to 12:00 noon 


CLINIC HOURS: 


CLINIC HOURS: 


FOURTH PORTION / DECEMBER 1 TO DECEMBER 31 
CITY DATE HOURS TYPE COURSE HOTEL 
ALABAMA 


Birmingham Dec.10 7to10 Primary Dinkler-Tutwiler 


FLORIDA 

Jacksonville Dec. 7to 10 Primary Robert Mayer 
Miami Dec. lto5 Primary & Advanced McAllister Hotel 
Tampa Dec. 7 to 10 Primary Floridian Hotel 


Savannah Dec. 


Oklahoma-Biltmore Atlanta Dec. 


Mayo Hotel 


KENTUCKY 
Peabody Hotel Louisville Dec. 
TENNESSEE 


Statler-Hilton Nashville Dec. 


Hilton Hotel 


Shamrock-Hilton VIRGINIA 


Norfolk Dec. 15 


Utah Hotel Richmond Dec. 17 


write for additional information and Registration Form. 


DUCTUS DEDICATIONE 
TRADEMARK 


7 to 10 
lto5 


7 to 10 


7 to 10 


7 to 10 
7 to 10 


ou CONTACT LENS COMPANY 


Primary 
Primary & Advanced 


Primary 


Primary 


Primary 
Primary 


DeSoto Hotel 
Atlanta Biltmore 


Brown Hotel 


Dinkler-Andrew Jackson 


Commodore Maury 
John Marshall 


will be no charge for these courses. Please 


LEADERSHIP THROUGH DEDICATION 


Trademark 


Sherman Hotel 
: Roosevelt Hotel 
13 
¢ 


NEW ORLEANS ACADEMY OF OPHTHALMOLOGY 


The Tenth Annual Meeting of the New Orleans Academy of Ophthalmology will be 
held in the International Room, Roosevelt Hotel, 123 Baronne Street, New Orleans, 
February 8-12, 1960. 

SYMPOSIUM 


“LIDS, CONJUNCTIVA AND CORNEA” 
PANEL 


RAY BERKE, M.D. TOWNLEY PATON, M.D. 

PHINIZY CALHOUN, JR., M.D. BYRON SMITH, M.D. 

RAMON CASTROVIEJO, M.D. PHILLIPS THYGESON, M.D. 
LORENZ ZIMMERMAN, M.D. 


The registration fee of $75.00 includes associate membership in the Academy for the 
year of 1960, as well as all other features of the convention. Hotel reservations should 
be made early by writing directly to the 


EXECUTIVE SECRETARY, P. O. BOX 469, NEW ORLEANS, LA. 


FOR SUPERIOR QUALITY CONTACT LENSES? 


@ OBRIG LABORATORIES is the pioneer and oldest manufacturer of plastic contact lenses. 
@ OBRIG LENSES are the product of twenty years of research and experience. 
@) OBRIG LENSES stand for superior quality and excellent service. 
4) OBRIG LABORATORIES makes available to its customers a consultation service and assists them with 
their problem fitting cases. 


5) OBRIG LABORATORIES keeps its fitters abreast of all the latest developments 


and techniques in the contact lens field. new york office... 


ew ror »>N. YX. 
INC. sarasota, florida office... 
all types of COM@act lenses Box 79! 


Sarasota, Florida 


ALLERGY IN OTOLARYNGOLOGY 
by French K. Hansel and Jack R. Anderson 


A NEW MANUAL PREPARED FOR THE USE OF GRADUATES IN MEDICINE 
The most comprehensive treatise on Allergy prepared especially for residents and 
teachers in the medical schools and hospitals. There are twenty-three subjects in as 
many chapters covering symptomatology and treatment. 186 pages. Price $2.00. 


AMERICAN ACADEMY of OPHTHALMOLOGY and OTOLARYNGOLOGY 
15 Second St. S. W., Rochester, Minn. 
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Standard 
preoperative procedure 
to control bleeding 


SALICYLATE 


(Brand of carbazochrome salicylate) 


Proven effective by 
over four years of clinical use, 


millions of doses 


In hemostasis blood clotting is only 
one factor. Restoration of capillary 
integrity is of 


Surgical Use 

‘whee 
tively w 

a blem. Minimal bleeding pro- 


Postoperatively, it lessens the need 
for transfused 


others 
mended 


dosage levels there are no 
tions. 
ets, 1 and 2.5 mg.; Syrup, 


es 2.5 mg. Potency of all dosage 
forms is stated in terms of the active 


ingredient, adrenochrome mono- 
semicarbazone. 


Write for descriptive literature and dosage 


THE s. E. MassSENGILL COMPANY 
BRISTOL, TENNESSEE « WEW YORK « KANSAS CITY « SAN FRANCISCO 


' 
ee 
: 
| 
, 
j 
& 
® 
Bala 
“et 
3 
; 
ra ing and oozing by decreasing exces- 
sive capi ili 
| pillary permeability and pro- 
i ting the retraction of severed 
1-20 
capillary ends. 
a vides a clearer operative field and 
Med 
Adrenosem is an effective hemostatic 
4 
on 
4 


ym 


fectomy myoplasty septectomy turbinectomy rhinoplasty laryngeciomy epigio 


y pneumonectomy pleurectomy 
atoplasty @heiloplasty uvulectomy 


onchotomy fracheoplasty tracheostg¢ 


haphy splenectomy@@ 


mphy pericard 
ophagectomy gastreciomy en < r 


proctecomy proctopexy sphincteroton 


atectomy vulvectomy hysterectomy 


ooze antepartum and postpartun 


rolomy Pros 


Sar gastrointestinal bleedir 
orrhagia ce 


clomy hernioplasty 
traction skin grafts 


axis metrorrhagia 


capillary hem ors 


edulin, dicumerol or x-ray therap 


age during 


SAN FRANCISCO 


* KANSAS CiTY 


* NEW YORK 


BRISTOL, TENNESSEE 


a 
= 
‘ 
: 
‘ 
be 
i 
x 
; 
H 
| 
» 
vat 
; 
: 
: 
| 
>, 
F 
“ 
=e 
or 
. 
emorr racnn ecc mos 
im, j 
$ 
paige 
We 
cont 
Tae 
A 
~ 
. 


PROFESSIONAL PHARMACAL CO., INC., PHARMACEUTICAL MFGS., 


GLAUCOMA THERAPY 


REDUCE INTRAOCULAR TENSION 


WITH MYO) 


‘OINOLNYV NVS 


D OPHTHALMIC SOLUTION 
f is a unique combination of Pilocarpine HCI 
trine Salicylate. It is an excellent example of 
tic synergism. Because the effects of Pilocarpine 
Eserine Salicylate on the pupil are additive, the 
ation of MIOCEL is generally more effective 
instillation of either drug alone. The direct 
ory effect of Pilocarpine HC! in combination 

*_ e cholinesterase inactivating effect of Eserine 

{te results in rapid, intense, and prolonged miosis. 
aon — ial METHULOSE* base insures uniform and 
ble distribution throughout the conjunctival sac. 

MIOCEL is extremely useful in the control and treatment 
of glaucoma and other conditions where intensive miosis 


en CONTAINS: ESERINE SALICYLATE % % AND PILOCARPINE 

—— HC! 2% IN A _ STERILE BUFFERED METHULOSE* BASE 
PACKAGE SIZE *Brand of Methylcellulose U.S.P. Reg. U.S. Pat Off 

15 ce. Plastic Container Write for samples and literature. 

5 cc. Plastic Container 


PROFESSIONAL PHARMACAL CO., INC., Dept. T, 300 W. Josephine St., San Antonio, Texas 
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vVOUR 
SPECIALIZED 
LABORATORY 


There are many special vision 
problems which can be corrected by 
application of contact lenses. 

The Plastic Contact Lens Company 
has recognized this and set up 
complete laboratory facilities for 
supplying you with lenses to 

meet your individual needs. 


For your subnormal vision cases, 
lenses are made for use in telescopic 
combinations which offer -20.00, 
-40.00 and -60.00 diopters of power 
with minimal thickness to attain the 
necessary degree of comfort. 
Lenticular lenses are available for 
aphakic cases giving reduced center 
thickness without the accompanying 
sharp edge. Bifocal lenses are produced 
for your presbyopic problems. 
Universal cone lenses with multiple 
curves were designed to aid in 

the extreme keratocomus case. 


If you have a problem case, write to 
your specialized laboratory for 
information. Throughout the years we 
have brought you the special lenses to 
take care of your unusual problems. 


THE PLASTIC 
CONTACT LENS 
COMPANY 


59 East Madison Street + Chicago 3, lilinois 
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Help your 


patient 


select the 


hearing aid! 


500 


4000 8000 


If your patient has a hearing loss, you can help 
him take an important step toward rehabilita- 
tion by recommending the right type of hear- 
ing aid for his particular impairment. 

For example, here is a typical case of hear- 
ing loss that was helped by a doctor’s recom- 
mendation. The patient was a 72-year-old re- 
tired school teacher whose hearing problem 
was diagnosed as presbycusis, with a gradual 
deterioration of hearing noticed over a period 
of ten years. 


Clinical findings: Avg. loss, R: 47 db, L: 42 db, 
(500-2000 c.p.s.), SRT: 46 db, MCL: 80 db, 
TD: 100 db, Discrimination: L: 65% R: 70%. 


Prognosis: Should make satisfactory adjust- 
ment to moderate gain hearing aid. 


Recommendations: Any of these Zenith Hear- 
ing Aids: Zenith eyeglass aid, monaural or bi- 
naural. At-the-ear Zenith “Diplomat” with L-1 
or L-4 earphone. Moderate gain conventional 
Zenith Hearing Aid—“50-R” with L-1 earphone 
... Premier” or “Crusader” in “F” tone set- 
ting ... or “Crest” with L-1 earphone. 

This is but one of the many typical 
cases described in a helpful new book, 
prepared especially for the medical 


profession by the Hearing Aid Divi- 


sion of Zenith Radio Corporation. 


Now available to doctors—this valu- 


able reference book is designed to 


help you recommend the right type 
of Zenith Hearing Aid for your pa- 


“at tients. Besides the actual case history 
Ww outlined above, Zenith’s book, “Which 
S Type of Hearing Aid for Your Pa- 

SS tient?”, describes many other cases 


and lists the appropriate Zenith Hear- 


ing Aid. Also contains a complete 


description of all types of Zenith 
Hearing Aids and their uses. 


"LIVING SOL 
HEARING AIDS 


Send for your free copy today! 
Zenith Radio Corporation, Hearing Aid Division 
6501 Grand Avenue, Dept. 41X, Chicago 35, Ill. 


Please send me at once a free copy of your new book, “Which 
Type Of Hearing Aid For Your Patient?’’, published by Zenith 
Radio Corporation. 


ADDRESS 


city 
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From V. Mueller... 


The only complete tonography unit 


Electronic Tonometer and Recording 
Device combined in a single portable 
unit... developed and built 
exclusively by V. Mueller 


This portable Tonography Unit OP-9050 Mueller Electronic Tonographer 
brings a long-needed, major con- TR. For 110 volts, 
tribution to modern tonographic Pe oe ach, $895. 
research. The Tonometer is great- ae - 

OP-9040 Mueller Electronic Tonometer, 
ly improved, more rugged, less only. All new, improved Model MC. 
subject to interference, and easier Each, $350.00 

ds ‘all d d | OP-9060 Mueller Recording Unit, only. 
to read. specially adapted, large Adaptable to any electronic Tonometer. 
graph recording device. Each, $475.00 


Write for illustrated descriptive folder today 


CO. 


Fine Surgical Instruments and Hospital Equipment 
330 South Honore Street e Chicago 12, Illinois 
rmamentarium 
DALLAS HOUSTON LOS ANGELES ROCHESTER, MINN. 
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The Riecker Respiration Bronchoscope 
Introduced in America by Paul H. Holinger, M.D., Chicago 


A complete range of sizes of this special bronchoscope is now available, for dependable 
control of respiration during bronchoscopic examinations under general anesthesia. The 
large bore tube on the side of the proximal end, attached by tubing to the anesthesia ap- 
paratus, gives an unobstructed flow of gas or oxygen. The proximal end is sealed with a 
tight-fitting glass window plug which is removed for aspiration of secretions or forceps 
manipulation. The instrument establishes a simple respiratory system which gives the anes- 
thesiologist full control of respiration. 

Available in 3.5 mm. to 9 mm. diameters. 


Holinger Trachea Tubes 

Designed by Paul H. Holinger, M.D., Chicago 

In response to popular demand, a full line of Holinger 
Trachea Tubes for adults and infants is now available. 
Designed to fit any patient comfortably and conveniently, 


the tubes have a unique 65 degree curve which conforms 
with X-ray studies of the trachea and larynx. 


Holinger Trachea Tubes are available in sizes 00 through 8; each size available in 3 
lengths. Details supplied on request. 


Holinger Laryngectomy Tubes available soon. 


Holinger Trachea Tubes are available only from Pilling — order direct 


GEoRGE P. PILLING «& Son Co. 


3451 Walnut Street + Philadelphia 


Pilling New York Office — 4 W. 56th St., N. Y. 19, N. Y., Circle 5-8125 
Other Offices: Columbus, Ohio — Atlanta, Georgia ——- Los Angeles, Calif. 
CABLE ADDRESS: Surgical-Phila. 
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WHAT’S NEW 


V 
ONI 


BR R 
4531 4532 


V 


BR 
4533 


A 
Br 4531 Rockey Tracheal Fenestration Suture Carrier, slight curve 


Br 4532 Rockey Tracheal Fenestration Suture Carrier, acute curve 
Br 4533 Rockey Tracheal Fenestration Suture pick-up forceps 


ROCKEY TRACHEAL FENESTRATION INSTRUMENTS 
designed for E. E. Rockey, M.D., New York, N. Y. 


Rockey Tracheal Fenestration Suture Carriers 
and Pick-up Forceps 


These suture carriers and pick-up forceps simplify a difficult step in 
tracheal fenestration. 

“The distal margins of the two opposing skin flaps are inverted through 
the previously created tracheal window. This is accomplished by four 
interrupted sutures.” 

Each suture is carried through the tracheal wall twice, once going in 
(A) and once coming out (B). Without these suture carriers, this 
phase of the operation is very traumatic, if possible at all. 


eevee 


“‘Rockey-Thompson” Selective Bronchial Suction Catheters 


These radiopaque suction catheters range in size from 14 to 24 Fr., even. They are made of semi- 
rigid red latex with acutely curved tip for simple selective tracheobronchial insertion or self-insertion. 
These catheters are essential for patients with tracheal fenestration. Their diagnostic and therapeutic 
advantages to the clinician are apparent. 


They prove helpful to the anesthesiologist for selective aspiration of the tracheobronchial tree of 


Bibliography of Tracheal Fenestration 
1. Rockey, E. E.; Mayer, Edgar and Rappa wrt, I.: Tracheal Fenestration. Dis. of Chest, 30:224, 1956. 
2. Rockey, E. E.; Surgical Technic of Tracheal Fenestration. Am. J. Surg., Vol. 96, No. 3:486, 1957. 
3. Rockey, E. E.; Thompson, S. A., Blazsik, C. F., and Ahn, K. J.: Tracheal Fenestration of a New Method 
of Treatment for Advanced Emphysema. New York State Journal of Medicine. In Press. 4. —T E. E. 
and Thompson, S. A.; Selective Bronchial Suction Catheters and their Clinical ae. Am, J. Surg., 
Vol. 96, No. 4:552, 1958. 5. Rockey, E. E.; Thompson, S. A., Epstein, I. G., Wasserman, Edward, and 
Ahn, K. J.: Tracheal Fenestration as a New Method for the Therapeutic Management of Chronic Pulmonary 
Diseases and for the Experimental Exploration of the Bronchial Tree. American Review of Tuberculosis 
and Pulmonary Diseases. In Press. 6. ockey, E. E. and Thompson, S. A.: Present Surgical Technic of 


Tracheal Fenestration and a Report of Twenty-Two Cases. In Press. 
Prices f.o.b. Factory Philadelphia and subject to change without notice. 


Order direct from Pilling 


GEORGE P. PILLING «& son co. 


3451 Walnut Street Philadelphia 
Pilling New York Office — 4 W. 56th St., N. Y. 19, N. Y., Circle 5-8125 
Other Offices: Columbus, Ohio — Atlanta, Georgia ——- Los Angeles, Calif. 
CABLE ADDRESS: Surgical-Philadelphia 
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Questions Asked by Doctors About Some of Maico’s Products: 


“Should a patient who has one impaired ear 
and one normal ear be fitted with a hearing 
aid?” Five short years ago medical authorities 
and hearing aid consultants would probably 
have answered “NO!” Few persons with one 
good ear would put up with the necessary ap- 
paratus, unless some special work or occupa- 
tion demanded hearing in both ears. 


2-Ear Hearing Found Essential 


Now the answer is very different. Medical 


authorities recognize that two-ear hearing is” 


essential to good understanding of speech and 
other sounds of daily life. 


Straining to hear because of one impaired 
ear increases nervous tension. It often causes 
one to withdraw from situations which might 
cause embarrassment. One-ear hearing makes 
it difficult to localize sound, and it is often a 
safety hazard when driving or walking. Fur- 
thermore, an ear which is not used tends to 
lose a portion of what hearing ability it has. 


Binaural Hearing Practical, Popular 


With today’s miniature aids being worn on 
the ear, or as a part of hearing glasses, two- 
ear hearing ts both convenient and comfort- 
able. A tiny aid can be carried in the purse or 
pocket, ready to be put on when needed. No 
longer does a person hear only those sounds 


on his “good ear” side. No more does he have 
difficulty following group conversations. With 
two-ear hearing, he hears whenever and wher- 
ever he chooses. 


MAICO Leads Hearing Research 

Twenty Years a leader in hearing manufac- 
ture and research, MAICO continues to lead 
the hearing aid industry. It helps provide bet- 
ter hearing instruments to all who need them, 


by using every development of modern elec- 
tronic science. 


MAICO ELECTRONICS, INC. 


Dealers in 275 cities in U. S. and Canada 


e HEARING AIDS e HEARING GLASSES e AUDIOMETERS 
e AUDITORY TRAINING INSTRUMENTS 
e ELECTRONIC STETHOSCOPES 


For More Information About 

Maico Hearing Instruments 
CONTACT THE 


Local MAICO Dealer 


OR WRITE 
MAICO ELECTRONICS, INC. 


21 North Third St. Room 131X Minneapolis 1, Minn. 
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against 
most and cocci 
and some gram-negative bacilli. 1t rarely pro- 
duces: dermatitis and resistant strains 
uncommon.” “... penetrates the noninflamed 


“sponses of the en cause a decreased 


amount of scarring and vascularization. 
“Hydrocortisone is about twice: as potent 
cortisone, 


indications: Provides 

bacterial, anti- and antiallergic 
for topical treatment of patients with 
inflammation complicated by infection. 


Gm., supplied im ¥e-0z. tubes. 
(1) Perkins, €. Practitioner 178.575, 
1957. (2) Queries and Minor Notes, J.A.M.A. 
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YOU AND YOUR 
will like the 


With this selection of seven smart 


‘ 


styles—solid zyl, clear bridge, and 


- combinations in both zyl and alu- 


minum... ina full range of sizes, 


ty 4 Rondon Browline® 
Frame 


colors and temples —you can fit 


Ronsir Browline® Frame 
with Taper temples 


Rondean Clear Bridge 
with Imperial temples 
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way they look 


almost all men patients with the 
seeing they need, the comfort they 


want, and the look you'll both like. 


Shuron Optical Company, Geneva, 
N.¥Y., Rochester, N.Y. 


Ronsir Browline® Frame 
in aluminum 


FOR MODERN MEN 


Rondean with 
Academy temples 
and Neutrex lenses 


Ronsir Shurtone 
Browline® Frame 


Rondon Browline® 
Frame in aluminum, 
with Regis tempies 
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rapid onset- prolonged duration 
in all local anesthetic procedures 


(HEXYLCAINE HYDROCHLORIDE ) 


INFILTRATION AND MINOR BLOCK ANESTHESIA 
CYCLAINE is faster and longer acting than procaine in the same concentration. 


“Experience . . . impresses one with its almost immediate onset, excellent 
spreading factor and depth of anesthesia.””? Supplied as 1% injection. 


SURFACE ANESTHESIA “CYCLAINE combines a greater spectrum 
of useful local anesthetic activity with a greater margin of safety. It is as active 


for surface anesthesia as for block and infiltration anesthesia.” Suppiied as ° 
5% topical solution and 5% jelly. 


CAUDAL AND LUMBAR EPIDURAL ANESTHESIA SPINAL ANESTHES! 

CYCLAINE is the drug of choice for epidural anesthesia because of “. . . lack of 
clinical toxicity . . . rapid onset . . . profound anesthesia similar in all respects 
to spinal anesthesia . . . high percentage of successful blocks (98.5 per cent)..." 
Supplied as 2% injection. 


A “It has proved to be the best of all drugs used 
in this series [of obstetrical cases delivered by low spinal anesthesia]... We 


were particularly impressed by the large percentage of patients in whom there 
was no appreciable lowering of blood pressure.’* Supplied as 2.5% injection 
with 10% dextrose. 


references : 1. Current Researches in Anesth. & Anaiges. 33:275, July-August 1954. 2. J. Urol. 72.266, August 1954. 
3. Anesthesiology 16 386. May 1955. 4. Western J. Surg., Gynec. & Obst. 59:533, October 1951. 


“Qo MERCK SHARP & DOHME Division OF MERCK & CO. Inc., PHILADELPHIA 1, PA. CYCLAINE is a trademark of Merck & Co., Inc. 
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for anesthesia in quietness and confidence 


VINETHENE 


VINYL ETHER FOR ANESTHESIA, U.S.P. 


: 


induction prior to ether—VINETHENE“... short operative procedures—VINETHENEis supplement to nitrous oxide or ethylene— 
is more rapid and smooth than nitrous easily administered by open-drop method. VINETHENE with ethylene-oxygen or ni- 
oxide and the excitement period is prac- Induction and recovery are pleasant and trous oxide-oxygen complements these 
tically eliminated.""' May be administered rapid, muscular relaxation is good, and drugs and permits utilization of more oxy- 


with closed technic. excitement or nausea is rarely observed. gen. Ideal for brief surgical procedures. 
1. Goodman, L. S.,and Gilman, A.: The Pharmacological Basis of Therapeutics, ed. 2, New York, The Macmillan Company, 1955, p. 69. 


supplied: in 10-cc., 25-cc., 50-cc., and 75-cc. bottles, each with adjustable plastic dropper cap. 


Oo) MERCK SHARP & DOHME DIVISION OF MERCK & CO., Inc, PHILADELPHIA 1, PA VINETHENE is a trademark of Merck & Co., INC. 


= 
4 
al 
« 
4 
q 
4 
4 
& 
| 
: 
| 
y 


FOR FINE SURGERY 


Four Miniature blades that 
permit finer techniques in 
many tpes of fine surgery 
such as ophthalmic, oral, 
plastic and reconstructive, 
cardiac, neuro, etc. The 
pencil-shaped handle per- 
mits closer, finer control 
of the cutting action and 
the blades are keenly 
edged, sturdy and depend- 
ably sharp. 


MINIATURE 
BLADE KNIFE Pau 


Blades $3.00 per dozen 


(Packed 6 of one number per box) 


SURGICAL KNIVES BY 


Handles (square, knurled or hexagonal) 


WALTHAM 54. MASSACHUSETTS 


URGENT REQUEST 


The Uveitis Laboratory, University 
of California School of Medicine, San 
Francisco, is vitally interested in ob- 
taining freshly enucleated eyes from 
patients with all types of uveitis and 
other endogenous inflammations. At- 
tempts are being made to _ isolate 
etiologic agents from these eyes. 


The eyes should be placed in a 
sterile bottle, packaged with the his- 
tory and findings, and shipped as 
quickly as possible. Please send speci- 
mens special delivery, collect, and 
mark the package “’Fresh Tissue Spe- 
cimen—Rush.”’ Do not freeze or use 
preservatives of any kind. 


A report of isolations of organisms 
and pathologic findings, including a 
slide, will be sent to the contributor. 
Credit will be given in any resulting 
publications, if desired. 


Telegraph collect if specimen is being 
sent. Send eyes to 


Samuel J. Kimura M.D., 
Michael J. Hogan, M.D., or 
Phillips Thygeson, M.D. 


University of California School 
of Medicine, San Francisco 22 


GLARE 
PROTECTION 


e Metallic 
e Anti-Reflection 
e Neutral Absorptive 


Service is fast, dependable, 
and guaranteed. 
Lenses returned prepaid. 


Write today for 
complete details. 


Pecirie Universat Proouets Corporation 


168 North Vista Avenue e Pasadena 8, California 


thee 
; 
ail 
4 
2.00 
< 
2 
rest 
4 
~ 
4 
as 
4 
ad 
° 
ay 
ws 
=, 
A 
ie 
wie 
— 
- 


macular 


A. Am. J. Ophth, 42:771, 


2. on Digest Dis. 
22:5, 1955. 
3. Med, Times 84:741, 


4, Cecil’s Textbook of 
Medicine, 7th ed., 
1947, p. 1598. 


CHEMICAL 
COMPANY 
3721-27 Leciede Ave. 
St. Lovis 8, Me 


*U.S. Patent Pending 


hemorrhages 


M ccular and absorbed after 


use of IODO-NIACIN* Thedosage used in_ this study was. 1. “tablet 


In’ cases éf cerebral and ME IODO-NIACIN 
been with great benefit’. were given for a year or 
longer without any effects. 


<The formula” “of AODO-NIACIN Tablets contains potassium iodide 
‘yz 35 omg. Oi, gr.) combined with niacinamide hydroiodide 25 mg. 
'% gr.). IODO-NIACIN Ampuls 5 cc. are highly satisfactory for 
intramuscular or intravenous use’. 


Since the retina is intrinsically a part of the brain*, hemorrhages in 
this region are indicative of a similar cerebral condition for which 
IODO-NIACIN is directly indicated. 


IODO-NIACIN Tablets, slosol coated pink, are supplied in bottles of 
100. Ampuls 5 cc. in boxes of 10. 


Write for samples and literature 
Cole Chemical Compan AAIO | 
3721-27 Laclede Ave., St Louis 8, Mo. 


Gentlemen: Please send me professional literature and samples of 1000-NIACIN. 
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2 NEW BOOKS FOR 


PUBLISHED IN 
SEPTEMBER-OCTOBER 


OPHTHALMOLOGISTS 


NIGHT VISION 
B 
GAETAN JAYLE 


Professeur de Clinique O phtalmologique 
ala Faculté de Medécine de Marseille 
Directeur de la Clinique 
O phtalmologtque 
et due Centre d’étude de la Vision 
Nocturne de Marseille 


ALBERT G. OURGAUD 
Ophtalmologiste des Hopitaux 
Professeur Agrégé d’Ophtalmologte 
ala Faculté de Medécine de Marseille 


L. F. BAISINGER, M.D. 


Ophthalmologist 
Bakersfield, California 


WILLIAM JOHN HOLMES, M.D. 
Ophthalmologist 


Honolulu, Hawaii 


Authoritative—compact! Covering all 
aspects of night vision: 


@ Lights and units of illumination 


@ Characteristics of elementary and com- 
plex vision 


@ Variations of these characteristics in 
physiological and pathological condi- 


tions 


@ Techniques used in exploration of 
night vision 


@ Practical applications concerning night 
driving 


@ Methods of solving problems of night 
traffic 


@ Twilight vision 


“One of the most outstanding mono- 
graphs which has ever oppeared in 
ophthalmological literature. Much 
more than the usual review — ex- 
traordinarily comprehensive although 
it is—-it provides a critical assessment 
and an integrated judgment on a 
multitude of incompatible theories 
and inco-ordinated observations. In- 
valuable as a source of information.” 


— From the Introduction by SIR 
STEWART DUKE-ELDER 
Pub. Sept. ‘59 


$13.50 


178 il. 
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Charles € Thomas ¢ Publisher 


ATOPIC CATARACT 
By 
EMANUEL ROSEN, M.D. 


Lecturer in Biomicroscopy 
Newark Eye and Ear Infirmary 


From the tabulation of Doctor Rosen’s 
painstaking and scholarly research 
unfolds a definite therapeutic delinea- 
tion. FOR THE FIRST TIME UNDER 
ONE COMPENDIUM—aon analysis of 
surgical complications. 


A suggested therapeutic approach is 
offered with emphasis upon pre- and 
postoperative routine care. An anal- 
ysis Of biomicroscopic changes in the 
lens of an atopic individual is por- 
trayed. The phenomenon of cataracto- 
genesis is ILLUSTRATED STEP BY 
STEP. 


Certain diagnostic signposts are 
illuminated which will alert the 
ophthalmologist to better diagnosis. 


“It is with enthusiastic expectation 
that this treatise is presented, believ- 
ing that it may serve as a framework 
to which subsequent material may be 
suspended as the years bring further 
raiment to help in understanding this 
dilemma.’’—from the Introduction 


(American Lectures in Ophthalmology 
edited by Donald J. Lyle, M.D.) 


301-327 East Lawrence Avenue 
Springfield Illinois 
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FOR EYES OF EVERY HUE... CYCLOGYI’ FOR CYCLOPLEGIA 


NEW... FOR THE DARK BROWN OR BLACK IRIS... CYCLOGYL 2% WITH PVP— 


the special soothing base containing PVP (polyvinylpyrrolidone) permits use of a higher 
concentration, effective even in the most darkly pigmented iris. 


FOR THE BROWN OR HAZEL IRIS . . . CYCLOGYL 1% 
FOR THE BLUE, GRAY OR GREEN IRIS . . . CYCLOGYL 0.5% 


VALUABLE TIMESAVING — effective within 30 minutes — complete recovery within 30 
minutes when a miotic is used.* 


MAXIMAL SAFETY “... no significant variation of intraocular tension has been reported 


.does not produce any undesirable local or systemic effects following repeated 
instillation ...’” 


INDICATIONS: Refraction. When both cycloplegia and mydriasis are desired in treat- 
ment of iritis, iridocyclitis, keratitis and choroiditis — preoperatively for cataract or other 
appropriate surgery. (Cyclomydril™ is preferred for diagnostic procedures and therapy 
requiring only mydriasis). 
AVAILABILITY: New Cyclogyl 2% 7.5 ml. dropper bottle, 
2 ml. dropper bottle (prescription size) 
Cyclogyl 1% 15 ml. dropper bottle, 


2 ml. dropper bottle (prescription size) 
Cyclogyl 0.5% 15 ml. dropper bottle 


SAMPLES AND LITERATURE AVAILABLE ON REQUEST 


*When a miotic cannot be used, recovery occurs within 24 hours. 
1. New and Nonofficial Drugs; J. B. Lippincott Company, Philadelphia, 1958, p. 243. 


Pharmaceutical and Research Laboratories 


New York 3, N.Y (cyclopentolate hydrochloride, Schieffelin) 
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NEW. 


Anatomical. 


EVE 
MODEL 


MOST USEFUL 
e In Explaining Diagnosis to Patient 
e Lectures e Demonstrations 
» Student Reference 


e Study 
e Nurses Training 


Natural Size and Color Depicts: 


Conjunctiva Iris 

Cornea Pupil 

Sclera Suspensory Ligament of 
Superior Rectus Muscle the Ciliary Processes 
Inferior Rectus Muscle Crystalline Lens and Extra 
Internal Rectus Muscle Lens Simulating Cataract 
External Rectus Muscle Ora Serrata 

Vortex Veins Vitreous Humor 

Choroid Retina 

Superior Oblique Muscle Papilla 

Inferior Oblique Muscle Arteries and Veins 

Optic Nerve Macula 

Anterior Chamber Ciliary Body 

Uveal Tract Ciliary Nerves 


Write for Descriptive Folder or Order on Our 
Money Back Guarantee ..... only $25.00 


We offer a complete artificial eye 
service too — ask for folder. 


Mager and Gougelman tne. 


Serving the Profession Since 185] 


30 N. Michigan Ave. = ae E. 56th St. 
Chicago 2, Illinois New York 22, N. Y. 


CLEVELAND DETROIT HOUSTON (Soper Bros.) 
KANSAS CITY MINNEAPOLIS ST. LOUIS 
BOSTON PHILADELPHIA PITTSBURGH WASHINGTON 


Featherweight 
Binocular Loupe 


Permits interchange of higher or lower power 
lens mountings. Designed to give complete 
comfort when wearing glasses. Can be steril- 
ized without harm. Now available with choice 
of 2X or 24%2X. $15 P.P. Additional 
powers $6 pr. ppd. 


BARNETT Optical Laboratories 


3120 North Cicero Ave., CHICAGO 41. ILL. 


OTOLARYNGOLOGIC 
PATHOLOGY 
ATLAS 
ASH — RAUN 


ARMED FORCES INSTITUTE OF PATHOLOGY— 
AMERICAN ACADEMY OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY. 


“This volume is also a tribute to the 
foresight of the American Academy of 
Ophthalmology and Otolaryngology, 
which more than thirty years ago as- 
sumed leadership in advocating the im- 
portance of pathology to the clinician.” 


— (ELBERT DE COURSEY 
Brigadier General, U.S.A., M.C. 


Director, Armed Forces Institute 
of Pathology) 


Postpaid, $20.00 


AMERICAN ACADEMY 
OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 


15 Second St. S$. W., Rochester, Minn. 
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NOW...DISTINCT FUNDUSCOPIC OBSERVATIONS 
CYCLOMYDRIL’...FOR MYDRIASIS 
FAST...PROFOUND...WITHOUT CYCLOPLEGIA 


> 


ound and thereby effective through the use of New Even 
nost darkly pigment d ins, a-deamatic pupillary dilation begins upon 
wofound mydriasis resistant tor bright light 4ut.rceadedy reversible m 30 with 
miotic. 


dark brown (Negro) eyes. 
The combined action o phenylephrine—ar adrenergic mydriatic of choice? and Cyclogyl® 
~the potent anticoo mydriatic (ina conceattation withoutcycluplegic eects) pro- 
pupillary (tion greater-than that obtained -by cither drug alone,.C y chor 
sate—-there js no ant change in ocular tension or other side 


increase in Pupil Sigg 
MY Mivmates after 


indications and Do: ge: fundwscopy— one drip in cach tye. 
treatment of iritis, ridecyelitis, keratitis, choroiditis, posterior synechiae, 3 
nd after remova! of cataracts eriother ocular surgery —ane drop every 6-8 hours. 
May be uscd for refraction. im certain ‘pations’» ho have little-or no accommodatieg. 
\Gyclogyl® is required when both cycloplegia and mydriasis are indicated:) 


Composition. Cyclogy!® (cyclopentolat= hydrochloride) 0.2%, pheaylephrine hydrochie« 
ide 1.0% with PVP (polyvinylpyrrolidone) in a sterile, buffered ophthalmic solution, 
j \vailable in 2 ml. and 7.5 ml, dropper bottles. 

| mpies and literats:re available on request. 


Priestly, B. Medine, M. M., and Phillips, C. C, To be published, 2. Ahiquist, R. P. in Drill, Ae: 
Pharmacology in ne, McGrew- Hill Book Inc. New York, 1954, p. 18-26. 
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The STORZ-ZEISS 
OPERATING MICROSCOPE 
with 


Footswitch and 


Transformer 


in Separate 


Explosion- Proof 


NO MODIFICATION 
REQUIRED 


The separate EXPLOSION 

Can be used PROOF UNIT is plugged into 
wall outlet and connected to 
light bulb plugs. Standard 
ZEISS non-explosion proof base of 

Operating Microscope, microscope is by-passed and 
OLD or NEW! undisturbed, thereby making 

j it available for photographic 

NO MODIFICATION procedures or as a stand-by 


REQUIRED! power source. 


with any 


Stor Justiument Company 


4570 Audubon Avenue & St. Louis 10, Missouri 
New York Showroom: 157 E. 64th St., at Lexington 
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With this equipment it is possi- 
ble to photograph while operat- 
ing, without disturbing the oper- 
Either 
slides or 16mm motion pictures 


ator’s vision. 35mm 
may be made by simply inter- 
changing cameras on the bin- 
ocular take-off tube. This take- 
off tube may also be utilized to 


use the auxiliary eyepiece. 


N-987 Fig. 


N-987 Fig. 


_N-987 Fig. 


N-987 Fig. 


N-987 Fig. 


N-987 Fig. 


N-987 Fig 


OPERATING MICROSCOPE 


A 


C 


D 


CAMERA 


Binocular Take-Off. This adapter can be fitted 
to any Zeiss binocular head. Customer must sup- 
ply binocular head.* Both 35mm and 16mm 
cameras fasten directly to take-off tube with 
collet ring lock. Focus ring need not be 
Focuser. Screws directly to the camera collet 
fastener. Gives good view of image. May be 
used by an observer 18.00 
Auxiliary Eyepiece. For assistant or observer. 
Places observer at right angles to surgeon. 
Complete with 12 lens 125.00 
35mm Camera, Solenoid Operated. Removable 
Teflon cap for film advance knob may be 
autoclaved 210.00 
Bolex 16mm Motor Driven Motion Picture Cam- 
era. Best results with Super Anscochrome color 
515.00 
Trans-Switch. Operating microscope cord plugs 
into trans-switch. Button switch provides 6 volts 
to microscope. Foot-pedal switch simultaneously 
increases light brilliance and activates either 
camera solenoid or movie camera motor. 177.50 
Fitted Carrying Case. (Not illustrated). 50.00 

Set Complete........ $1590.50 


*(Binocular head supplied, with 12.5 lens, for an 
additional $275.00.) 


4570 Audubon Avenue, St. Louis 10, Mo. 


New York Showroom, 157 E. 64th St. at Lexington Ave. 
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ZOLYSE 


alpha-chymotrypsin with BALANCED SALT SOLUTION, ALCON 


in CATARACT SURGERY 


ZOLYSE (alpha-chymotrypsin with BALANCED SALT SOLUTION, ALCON) 
selectively lyses the zonules, facilitates delivery of the lens and minimizes such 


dangers as capsular rupture, loss of vitreous, traumatic iridocyclitis and detach- 
ment of the retina. 


The BALANCED SALT SOLUTION, ALCON, which is furnished as a diluent and for 
lavage purposes, ‘offers less cytotoxic effect to the intraocular tissues than does 
normal saline diluent.’'' ‘It has been recently demonstrated that frequent irrigation 


with saline results in swelling of the corneal stroma from alteration of the mucopoly- 
saccharides of the cornea.’”? 


ZOLYSE reduces operative and post-operative complications. 
ZOLYSE is safe with no known contraindications in patients over 20. 


Each ZOLYSE unit contains one vial of 750 units of lyophilized alpha-chymotrypsin 
and one 10 cc vial of BALANCED SALT SOLUTION, ALCON, as the diluent and for 
irrigating the eye. 


‘Girard, Louis J., and Neely, Wanda: “The Evaluation of Zolyse in Cataract Extraction’, Research 
Report No. 11, Alcon Laboratories, Inc., 1959. 


Boyd, Benjamin F.: Enzymatic Zonulysis, Highlights of Ophth., vol. Ill, no. 4, pg. 70, 1959. 
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Keratitis Sica (“dry-eye’’) 
e Tonometry 

¢ Contact Lens Wear 

e Prostheties 


OTHER ISO-SOL METHYLCELLULOSE PRODUCTS: Methylcellulose Gonio- 
scopic / Methylcellulose 1% Plain / Methylcellulose 1% in Ringers 


For sample and literature write 

® 


Pioneer Specialists in Sterile Ophthalmic Solutions 
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Greens’ 
Refractor 


AN 


* 


4 ‘ 


NOW MORE THAN EVER... 


THE KEY TO PRESCRIPTION 
ACCURACY Wich super-scopic styling, the 


Bausch & Lomb Greens’ Refractor provides the utmost 

in examining ease and prescription accuracy. You get greatly 
increased visibility, and smoother, swifter mechanical operation. 
Long recognized as the most efficient of refractors, today’s Greens’ 
Refractor becomes a key aid to modern professional procedure. 
For a demonstration in your office, call your Bausch & Lomb 
authorized ophthalmic instrument dealer, or write: 

Bausch & Lomb Optical Co., Dept. F-073, 

Rochester 2, New York. 


BAUSCH & LOMB 
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A COMPLETE TREATMENT ROOM IN A SMALL AREA 


The wall mounted treatment cabinet, treatment chair, cuspidor with suction shown above are contained in 
a 5 x 6 ft. space. Note the comparative absence of visible plumbing and electrical wires. Although this 
equipment may be used conveniently in a small area it need not be confined to this space. The floor type 
cabinet can be substituted for the wall mounted type. A number of room arrangements will be furnished 
on request. 


WALL MOUNTED TREATMENT UNIT: Covered with stainless steel. Contains: air regulator with gauge, 
tubing, cut-off and air filter; nasopharyngoscope rheostat; push button; cautery transformer ond rheostat; 
otoscope transformer and rheostat; transilluminator complete with rheostat, cord, handle lamps, antrum 
and frontal tips; seven metal drawers on fibre runners and one large drawer for towels; waste container; 
bakelite covered work table 21” x 12”; space for five spray bottles, twelve solution bottles, shelf for cotton 
jars; pocket for history and prescription cards; spray bottle heater. Presents an attractive appearance and 
will not tarnish and is easy to keep clean. Price complete without glassware $195.00. Without air but with 
electrical equipment $165.00. With air equipment only $150.00. Without either air or electrical equipment 
$115.00. Complete set glassware $41.00. Otoscope head, coiled cord and handle $29.50 complete. 


FLOOR TYPE TREATMENT UNIT: Essentially the same as our wall mounted unit but designed for the 
physician who desires a movable floor type cabinet (glides are furnished if roll-around is not desired). 
May be obtained with built-in pressure. No. 501 DeVilbiss pump is used. 


CHAIR: Can be placed in horizontal position, will not tip in this position; raised and lowered by large hand 
wheel 18” to 24”; paper covered headrest removable; chair locks with foot-pedal; bakelite arm-rests re- 
movable. Back locks rigidly in any position. Chair as shown but less light, in colors brown, green or black 
$155.00 (other colors available at $5.00 extra). By adding a footrest and turning handle chair can be 
used for turning tests. This additional equipment is easily and quickly removable. Add $30.00. 


COMBINED SUCTION AND CUSPIDOR: Designed to eliminate the cost of installing a separate suction. 
The apparatus is 12” wide and projects 13%” from the wall. The flushing rim and the suction is furnished 
with a vacuum breaker and should meet all plumbing requirements. Stop and trap not furnished. Available 
in ivory, green and white. Price $103.00. 


INSTRUMENT TABLE: Table top size 11” x17”, heavy base of procelain enamel on casters, standard is 
chromium plated, table stainless steel. Single deck $34.00, double deck (as shown) $40.00 


EXAMINING LIGHTS: Chair mounted light, a flexible ome “4 lamp which can be moved up or down, 
this lamp may also be mounted on the wall as shown. Price $22.00. A telescopic light attached to the ceiling 
or may be attached to the base board in back of chair. Available in 4, 5, 6 and 7 ft. (extended). 4 ft. 
$17.50 (add one dollar per additional ft.). 


LIGHT SHIELD: Takes an ordinary 100 watt lamp. Will not beet, spot can easily be rotated. $5.00. 


PHYSICIAN’S STOOL: A soft upholstered stool with easy running ball bearing stem casters (shown). $20.00. 
Stool with back, $26.00. Colors as listed for treatment chairs. 


All Prices are F.O.B. Los Angeles, Calif. 
Slightly Higher Outside of U. S. 


Surgical — Mechanical — Research, In 
ESTABLISHED 30 YEARS 


1901-1903-1905 Beverly Blvd. SMR Los Angeles 57, Calif. 
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important 


ou look for in topical eye therapy 7 


3 


Vernal 


conjunctivitis 


METRETON 


Ophthalmic Suspension 


combining METICORTELONE and CHLOR-TRIMETON 


in vernal conjunctivitis / episcleritis 
allergic blepharitis | ocular involvement of hay fever 
allergic conjunctivitis | other ocular allergies 


Clearing after 
3 days of therapy 
with 
METRETON 
Suspension 


supplied: 5 cc. dropper bottle. 


METRETON,® brand of corticoid-antihistamine compound. 
METICORTELONE,® brand of prednisolone. 
CHLOR-TRIMETON,® brand of chlorprophenpyridamine preparations. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


MS-J-119 
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AO Project-O-Chart... 


Now in American Beauty Colors 


The handiest instrument in your office now combines 
trim American Beauty Styling with rich colors of warm 
ivory tan, crisp jade green, sparkling coral or lustrous 
black. Smooth Epoxy baked enamel finish is chip and 
abrasion resistant . . . will remain bright and clean for 
years. You can select from 4 models to suit your par- 
ticular office requirements and all will match your pres- 
ent office equipment in American Beauty colors. 

With AO Project-O-Chart you can perform a com- 
plete examination without moving away from your 
patient. Considering the number of visual acuity tests 
you make every day... you can virtually add precious 


COM 


) 


productive hours to your work week with this time 
saving, precision instrument. 

The optical system's special design will give intense 
illumination to project crisp, hair-line sharp test im- 
ages on a screen up to 20 feet away. 

Complete control of the exact character or area you 
want your patient to view is always at your fingertips 
... Changes and adjustments can be made from either 
side of the instrument. 

Flip-back housing cover makes bulb replacement 
simple and fast. See your AO Sales Representative or 
Instrument Supplier or send coupon for information. 


Dept. | 
Please send complete information on the AO Project-O-Chart | 


Name 
Address 
City Zone___ State 
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with the ALL-NEW 


AMERICAN 


ATHLETIC GLASSES 


NOW! 
Reinforced 
ends for 
rough use 


Expandable, adjustable 
“Glass Gard” headband 


“Cushion Fit” 
shock absorbent 
rubber nose piece 


Special contoured 


lenses to 
fit face 


Extra deep 


eye-wire channel 


to hold 
lenses securely : 
Drop-ball tested 
safety glass or 
SIZES 
44-20 
@ ALL AMERICAN ATHLETIC GLASSES are a wise . 44.23 
investment in eye safety for athletes. These 
all-new glasses have been designed by BENSON 47-20 
to provide the finest in protection without interfering 
with performance . . . assuring complete player 47-23 
confidence! Note the specific design features above — 
and you’ll agree that your athlete-patients who wear Temples available 
glasses deserve this kind of all-around protection. from 6” through 
Advertisements reaching thousands of athletic 7” cable. 


coaches and athletes around the country will advise 
“Order through your doctor.” Be ready — examine a 
complete sample at nominal cost. Write today ... 


BENSON OPTICAL COMPANY 
Executive Offices @ 1812 Park Avenue, Minneapolis 
specialists in prescription optics since 1913 


COMPLETE LABORATORIES CONVENIENTLY LOCATED IN UPPER MIDWEST CITIES 
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_ aqueous solutions and serves as a soothing, comfortable lubricant ins tonicity and pH adjust- 
‘ments to assure optimum patient comfort and maximum effectiveness sterile 
ce. Drop-Tainer ® 


Polymyxin B Sulfate (16,250 units/cc.), 
HCI (0.12%), and Methylcellulose (0.5%). 
PTO® P-H-N for less common, severely inflammatory ocular infections that require 
steroid therapy; contains Polymyxin B Sulfate (16,250 units/cc.), H 
Neomycin Sulfate (5 mg./cc.), Methyicellulose 
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| ophthalmic products 
with distinctive advantages... 


® their wide-spectrum bactericidal activity includes 
ALL clinically isolated strains of Pseudomonas aeruginosa. 
a serious invader noted for the rapidity of its destructive powers. 


® their component antibiotics rarely sensitize. 


ANTIBIOTIC OPHTHALMIC SOLUTION 


Available in bottles of 10 cc. with sterile dropper. 


brand Polymyxin B-Bacitracin-Neomycin 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 


brand Polymyxin B-Bacitracin-Neomycin 
with 1% Hydrocortisone 


ANTIBIOTIC OINTMENT 


Available in % oz. ophthalmic tubes. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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In aphakic cases... 


New Tillyer Aspheric Cataract Lenses 
Offer Far Wider Fields of View 


Designed with a continually changing 
radius of curvature rather than a single 
spherical base curve, new Tillyer Aspheric 
Cataract Lenses materially reduce mar- 
ginal aberrations . . . offer aphakic pa- 
tients wider, flatter, sharper fields of view 
than ever before possible. 

New Tillyer Aspheric Cataract Lenses 
are made of AOLITE, too... are lighter, 
more comfortable to wear . . . possess 
good ultraviolet absorptive properties 
... and are economically priced. 

Available in white or new Uniform 
Density Green for complete outdoor- 
indoor protection. Visual transmission of 
green, approximately 36%. 


See this revolutionary new lens at the 
American Academy of Ophthalmologists’ 
Meeting, Palmer House, Chicago. Octo- 
ber 11-12. 


NEW BOOKLET. While at the Acad- 
emy Meeting, be sure to order a supply 
of the new booklet, ““A Physician Talks 
About Cataracts’. Written by an oph- 
thalmologist and offered as a public serv- 
ice by American Optical, “A Physician 
Talks About Cataracts’”’ answers most of 
the questions cataract patients ask, and 
supplies them with important preopera- 
tive and postoperative instructions. 
Available free in reasonable quantities. 


American Optical 


COMPANY 


Since 1833... Better Vision for Better Living 
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THE EMBRYOLOGY OF THE EYE, a motion picture in color with sound. 
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and mailing case .+..+-Per Print 
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Mounted in glass, with wooden filing box 
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CYTOLOGIC DIAGNOSIS IN OTOLARYNGOLOGY 


T. K. Bryan, M.D. 


and 
MARIAN P. BRYAN 
BY INVITATION 


ST. LOUIS, MISSOURI 


For many years cytology was an aca- 
demic science studied in college and then 
forgotten. Now it is in the news, push- 
ing back the frontiers of knowledge with 
new electron microscopy, cytochemistry, 
and other improved histopathologic tech- 
niques. The methods of studying cytol- 
ogy are adaptable and provide con- 
venient ways of following the course of 
diseases. Many diseases present distinct 
cellular patterns which are valuable for 
diagnostic purposes. We therefore wish 
to show some of the useful cytologic 
patterns found in the following condi- 
tions: nasal allergy, the acute cold, bac- 
terial rhinosinusitis, measles, and malig- 
nant tumors. They are of value also in 
the differential diagnosis of acute and 
chronic otitis media. 


As early as 1927, nasal cytology in- 
terested Charles Eyermann”® and he re- 
ported a series of ninety-two cases in 
which nasal secretions were obtained 
from the anterior tip of the middle tur- 
binate. Proetz, Hansel and Costen also 
contributed to this study. Eosinophils 
were found in 72 per cent of the patients 
from whom nasal smears were available. 
The importance of the recognition of all 
the types of cells present in nasal secre- 
tions was first mentioned at that time. 
Dean,'> Lindsay and Walsh,** 
Semenov,® and others!2:23,40,41,45,65,68 em- 
phasized the value of nasal cytology, 
particularly in regard to the diagnosis 
of allergy. 


Presented at the Sixty-Third Annual Session of the 
American Academy of Ophthalmology and Otolaryn- 
gology, Oct. 12-17, 1958, Chicago, and sponsored by 
the American Society of Ophthalmologic and Oto- 
laryngologic Allergy. 
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In the early years of cytology the 
stains were not completely satisfactory 
and the nasal smears were made mainly 
by a few enthusiasts and by interns like 
myself who had no other choice. The 
eosinophils often were not seen, chiefly 
because of the general tendency to over- 
stain smears. This was due to the un- 
modified use of bacteriologic and hema- 
tologic staining techniques. Flaming the 
slides for fixation also was an unfor- 
tunate carry-over which was certain to 
destroy much of the cellular detail. 


The major clinical advance in cy- 
tologic technique was achieved by Pap- 
anicolaou®* with the use of his stain. 
It is essentially an elaboration and adap- 
tation of the hematoxylin-eosin stain 
used routinely in histopathology. It is 
particularly good for visualizing epi- 
thelial cells and, as is well known, is 
used for the early detection of malig- 
nant lesions in all accessible parts of 


the body. 


We continue to find that Wright’s and 
Hansel’s stains are particularly satisfac- 
tory for eosinophils and necessary for 
mast cells, provided that the stain is light 
enough. Ten to twenty seconds for the 
stain and a like time for a suitable buf- 
fered diluent have proved best for 
Wright’s stain. Added clarity is retained 
by fixation with alcohol and ether, and 
by passing the slide through diluted alco- 
hols, 80 per cent through 50 per cent, 


before staining. 


By use of the combined stains, con- 
siderable cytologic detail is revealed in 
smears with the result that we now have 
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reports appropriately named cytograms. 
By this means the relative numbers and 
status of the epithelial cells, granulo- 
cytes, monocytes, and bacteria can be 
depicted and evaluated. We hope to 
show how complete and dependable cy- 
tograms can be. 


ALLERGY 


With our present knowledge the sig- 
nificant cells in the allergic response are 
goblet cells, eosinophils, and mast cells 
(basophils). In some cases an increase 
in small lymphocytes has been noted. 
Future studies may reveal the signifi- 
cance of their presence under these con- 
ditions. 


The marked increase in goblet cells is 
a constant and reliable feature in the 
smears from allergic patients even 
though eosinophils and mast cells may 
not be demonstrated. Goblet cells may 
be obtained only by using the method 
of wiping the nasal mucosa. They are 
rarely observed in secretions and are 
normally not exfoliated. In active al- 
lergic response about one half or more 
of the columnar epithelial cells may be 
goblet in form. The cytoplasm is very 
edematous and vacuolated, and the cells 
are mostly without cilia. Gradation 
Stages between early and late goblet 
forms frequently are noted. The swelling 
appears to start just above the nucleus 
and may be seen as one or two large, 
or medium sized, vacuoles. At this time 
the cilia are usually retained. As the 
edema progresses, the cytoplasm may 
appear sufficiently swollen to rupture. 
This may explain the presence of many 
free nuclei of epithelial cells in the 
smears. The nuclei may also appear to 
be swollen but the regular distribution 
of the nuclear chromatin is not dis- 
turbed. 


Goblet cells were found in twenty- 
seven smears without eosinophils and 
basophils being present. Sixteen of these 


W. T. K. BRYAN AND M. P. BRYAN 


TR. AM. 
ACAD, OPHTH. 
had good evidence of mild allergy——as 
might be found in cases of hay fever 
with a minimum of residual nonseasonal 
symptoms, or in others in which food 
or inhalant allergies were under control. 
Several had nasal irritation from dust 
and industrial fumes. Seven others had 
a mild type of acute rhinitis, not defi- 
nite either clinically or cytologically. One 
patient had a basal metabolic rate of 
minus thirty-two. Another was taking 


Serpasil. 


Goblet cells in nasal smears are a 
fairly definite sign of allergy, although 
it occasionally may be too mild to di- 
agnose clinically. But with even a few 
eosinophils, or the so-called normal num- 
ber of basophils (mast cells), two to 
five in a slide, the patient usually has 
definite active allergy. When the al- 
lergy is severe with many eosinophils 
and mast cells, goblet cells also have 
been found in large numbers in wiped 
smears. 


There are also polarized forms of the 
chromatin in the nuclei of the columnar 
ciliated and goblet cells in which the 
chromatin is drawn to a point or nodule 
at the superior edge of the nucleus. 
These forms often appear to be in- 
creased in allergic smears. Their sig- 
nificance is not known. 


As far as we know there has been no 
previous mention of the mast cells in 
the cytologic descriptions of nasal secre- 
tions. Recently they have been noted in 
the ground substance of the connective 
tissue of the middle turbinate during 
histochemical studies.’4 secretions, 
however, attention has been directed 
mainly to the eosinophils and to the 
eosinophilic-neutrophilic ratio, as em- 
phasized by Hansel.** The mast cells 
stand out clearly in smears stained light- 
ly with Wright’s or Hansel’s stain. They 
are rarely as numerous as eosinophils, 
but in some smears one hundred and 
fifty or more have been counted. 
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They contain large prominent coarse 
granules which stain metachromatically. 
The cells are rather irregular in shape 
with the granules often obscuring the 
nucleus and extending beyond the cell 
boundary. In most nasal smears from 
colds and chronic infections they are in- 
frequently seen. If present they number 
only about two to four in an entire slide. 
When the increase is marked the allergic 
reaction is usually severe. Recent in- 
vestigations have shown that mast cells 
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are definitely correlated with the metab- 
olism of histamine and heparin. Both 
histamine and heparin have been found 
in the granules.??-®! 


Our studies indicate that the mast 
cell is a prominent cell and of signifi- 
cance in the allergic nasal response. In 
340 cases of allergy studied, 194 smears 
showed an increased number of mast 
cells (table 1). The significance of the 
mast cell will be discussed in another 
paper. 


TABLE I 


CyToLocic FINDINGS IN SMEARS FROM 340 ALLERGIC PATIENTS 


TYPE OF CELL 


WITH OTHER CELLS 


ALONE WITH GOBLETS 


NO. 


Te 


Mast Cells 
Eosinophils 


Goblet Cells 


49 13 
43 11 
100 8 


TABLE II 


Cyro.tocic Finprncs In 340 CASES 


SMEARS EOSINOPHILS 


Only One Type 


MAST CELLS 


MIXTURE OF 
EOSINOPHILS 
AND MAST 
CELLS 


GOBLET CELLS* 


62 


With Few Mast Cells 
or Eosinophils 


With Cold 


With Late Infection 16 


TOTALS 98 (29%) 


119 (35%) 


48 (14%) 


*Goblet cells were found in all wiped smears from allergic noses. Cases of acute colds or chronic infection 
showing only a few eosinophils or mast cells are not included in this table. 


: 
- 
| 194 
173 
398 
42 52 31 
2 5 1 
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Eosinophils, as we all know, may or 
may not be present at the time a par- 
ticular smear is made, so for this reason 
the finding of goblet cells or mast cells 
may be the chief clue to a diagnosis. 
Four typical reports or cytograms which 
indicate allergy are given as follows: 


wip 8 NASAL SECRETION 4-8-58 
EPITHELIAL 
CILIATED 
TUFTS 
GOBLET CELL — Very many 
GRANULOCYTES 
NEUTROPHIL — Rare one 
EOSINOPHIL — Very many 
MAST CELL — Very many —150-+- 
MONONUCLEARS 
LYMPHOCYTE — Moderate (small) 
MONOCYTE 
TRANSITIONAL 
PHAGOCYTE 
BACTERIA — None 
ETC. 
COMMENTS: — Severe complete al- 
lergic response— 
Eosinophils, mast 
cells and goblet 
cells. 
CyToGRAM 1. 
MRS. A. H. NASAL SECRETION 4-15-58 
EPITHELIAL 
CILIATED 
TUFTS 
GOBLET CELL -— Very many 
GRANULOCYTES 
NEUTROPHIL — Few 
EOSINOPHIL — Very many, clumped 
and scattered 
MAST CELL — Rare one 
MONONUCLEARS 
LYMPHOCYTE — Many (small) 
MONOCYTE 
TRANSITIONAL 
PHAGOCYTE 
BACTERIA — Not seen 
ETC. 
COMMENTS: — Marked allergic re- 


sponse—Eosinophils 
and goblet cells 
predominate. 


CyToGRAM 2. 


W. T. K. BRYAN AND M. P. BRYAN 


TR. AM, 
ACAD, OPHTH., 


MRS. J. E.R. Nasat Secretion’ 6-10-57 


EPITHELIAL 
CILIATED 
TUFTS 
GOBLET CELL 


GRANULOCYTES 
NEUTROPHIL 
EOSINOPHIL 
MAST CELL 


MONONUCLEARS 
LYMPHOCYTE 
MONOCYTE 
TRANSITIONAL 
PHAGOCYTE 


BACTERIA 
ETC. 


COMMENTS: 


— Very many 


— Few 


— Few 
— Many 50-75 


— Moderate 


— Rare 


— Severe allergic re- 
sponse—Mast cells 
and goblet cells 
predominate. 


CytTocrRaM 3. 


MRS. J. E. Nasat Secretion’ 6-10-57 


EPITHELIAL 
CILIATED 


TUFTS 
GOBLET CELL — Very many 


GRANULOCYTES 
NEUTROPHIL 
EOSINOPHIL 
MAST CELL 


MONONUCLEARS 
LYMPHOCYTE 
MONOCYTE 
TRANSITIONAL 
PHAGOCYTE 


BACTERIA 
ETC. 


COMMENTS: 


— Goblet cell response 
without eosinophils 
and mast cells—Mild 
allergy 


CyToGRAM 4. 


We have studied 340 cases of al- 
lergy. The cases analyzed were from 
my office practice during the past four 
years. They were subject to selection in 
the following ways: (1) Only certain 
types of patients come to the private 
office. (2) Smears were taken only on 
“interesting” cases, 1.e., severe or very 
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typical, or when the diagnosis was ob- 
scure. Frequently the patient did not re- 
spond satisfactorily or had developed 
complications. The cytologic findings in 
these cases revealed that 86 per cent of 
allergies were detected by either eosino- 
phils or mast cells (table IT). 


THE COMMON COLD 


Frequently we are confronted with 
the problem of differential diagnosis be- 
tween allergic response and upper res- 
piratory infection, both acute and 
chronic or viral and bacterial. The di- 
agnosis of a cold cannot be made from 
the symptoms and signs, which are also 
common to allergic rhinitis, such as 
sneezing, itching, stuffiness and thin 
watery discharge. Even conjunctivitis 
may occur with either. It is highly de- 
sirable to have a more objective and 
definitive means of diagnosis. As Din- 
gle'® writes: “The problem of sharp, 
clinical differentiation, however, has not 
been solved and may very well not be 
until it can be based in retrospect on 
laboratory tests.’”” We propose that cy- 
tology be used for such tests. 


We have found that the pattern of 
degeneration, previously described by 
us before this society in 1951 and 
1952,%:° in the columnar ciliated epi- 
thelial cells during acute upper respira- 
tory infections has been constant and re- 
liable throughout the thousands of nasal 
smears so far examined. The illustra- 
tions show (1) a group of normal ciliat- 
ed cells (fig. 2) and (2) the affected 
ciliated cells with pyknotic nuclei and 
inclusion bodies which are diagnostic 
of the common cold (figs. 6-9). Their 
number is an indication of the acuity 
and the severity of the disease. With- 
out treatment and benefit of antihista- 
mines they are shed in countless num- 
bers in the secretions during the first 
two to five days (previously noted by 
Hilding*>-3’). Thereafter, they diminish 
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and are difficult to find. When the virus 
is very active (i.e., symptoms are very 
severe), more tufts will be seen and 
these are an indication that the cells 
are being shed and broken apart rapidly. 
In fresh preparations we have watched 
a few degenerating cells split and break 
into two parts. 


The nuclear portions with pyknotic 
chromatin, nuclear halo and inclusion 
bodies must be carefully distinguished 
from degenerating neutrophils and other 
cellular debris. This is easy with the 
Papanicolaou stain, but with Wright’s 
or Hansel’s it is difficult, and less posi- 
tive. These cells are slightly acidophilic 
or pink with Papanicolaou stain, hence 
they stand out in contrast to the other 
slightly azurophilic cells. We thus know 
that if ciliated epithelial cells are con- 
fronted with the cold virus, they may 
not only be destroyed but may also show 
a morphologic pattern in the course of 
destruction. We have designated the 
bodies as inclusions and have pointed 
out that the pattern of degeneration is 
typical of virus disease. Almost direct 
evidence of the nature of intranuclear 
inclusions is now available from the 
studies of adenovirus grown in Hela 
cells by Bloch* and his staff at Columbia 
University. They examined a cell both 
with light and with electron microscopy 
after it had been stained with Feulgen 
azure blue. The inclusions appear quite 
similar to those noted in human nasal 
columnar ciliated cells with the Papanic- 
olaou stain. Under electron microscopy 
the inclusions appear as crystalline ag- 
gregates which are interpreted as or- 
dered arrays of viral particles. 


Cytogram 5 is typical of the common 
cold. Cytogram 6 is typical of the cold 
plus allergic response. Having carefully 
observed these patterns, we decided to 
check the cytology with the records of 
clinical symptoms and signs to deter- 
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MISS J. B. NASAL SECRETION 9-8-58 


ACAD, OPHTH, 


J. B. R. NASAL SECRETION 9-2-58 


EPITHELIAL 
CILIATED — Very many degen- 
erated forms and 
tufts 


TUFTS 

GOBLET CELL 
GRANULOCYTES 

NEUTROPHIL Many 


EOSINOPHIL Moderate number 
MAST CELL None 


MONONUCLEARS 
LYMPHOCYTE Few 
MONOCYTE Few 
TRANSITIONAL 
PHAGOCYTE 


BACTERIA 
ETC. 


COMMENTS: 


Very few 


Severe acute upper 
respiratory infection. 


CyTocram 5. 


mine how closely they agreed. The cy- 
tologist had no knowledge of the pa- 
tients’ symptoms when the cytograms 
were made. At a later date they were 
studied together and a high degree of 


correlation was found between the cell 
patterns and the clinical symptoms (ta- 


ble IIT). 


EPITHELIAL 


CILIATED 
TUFTS Very many 
GOBLET CELL Many 


GRANULOCYTES 
NEUTROPHIL 
EOSINOPHIL 
MAST CELL 


MONONUCLEARS 
LYMPHOCYTE 
MONOCYTE 
TRANSITIONAL 
PHAGOCYTE 


BACTERIA 
ETC. 


COMMENTS: 


— Very many degener- 
ated forms 


Very many 
Very many 


Many, 100+ 


None seen 


Marked allergic re- 
sponse plus “common 
cold.” 


CyTOGRAM 6. 


The significance of the addition of a 
few eosinophils or mast cells to the cold 
pattern is not clear. The principal dis- 
crepancy was lack of any evidence of 
allergy on the smears in 22 cases al- 
though such evidence was present in 52 
other cases. The 22 patients had clinical 
evidence of an underlying allergy. The 


TABLE III 


Cases DriaGnNosep A. U. R. 


CYTOLOGY 


CLINICAL 
CORRELATION 


Only A. U. R. I. 


Positive 


+ Few Eosinophils 
or Mast Cells 


Positive 


+ Definite Evidence 
ot Allergy 


Positive 


Only A. U. R. LI. 


Positive 


+ Allergy 


*Acute Upper Respiratory Infection. 
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mt CYTOLOGIC DIAGNOSIS 
need for re-examination in such cases is J. R. NASAL SECRETIONS 5-20-58 
important and has been pointed out by 
Hansel.** It has been interesting to ob- ta 
serve that to a minor degree, many pa- normal ) 
tients show the acute cellular changes hak Ie CELL 
in reduced numbers for months—much 
longer than we usually assume a cold GRANULOCYTES 
can last. Other smears have been taken nee hey — Very many 
from apparently normal noses and have M > 
shown a few cells with the same _ pat- 
tern of degeneration. These two obser-  MONONUCLEARS 
vations seem to suggest that the virus 
may reside in the nasal epithelium in- TRANSITIONAL 
definitely and cause either overt symp- PHAGOCYTE 
toms or no symptoms. Perhaps this fac-  pacteria 
tor may be the reason for the rapidity €TC. 
with which some colds develop without 
an apparent cause. COMMENTS: — Chronic rhino- 
sinusitis 
CyTOGRAM 7. 
BACTERIAL INFECTIONS 
Another group with a distinctive cyto- [L. S$. NASAL SECRETION 10-6-57 
gram includes those patients with the 
bacterial or second phase of the acute 
cold, the rare acute bacterial rhinitis, TUFTS 
and the common chronic sinusitis of in- GOBLET CELL Few 
definite duration. GRANULOCYTES 
NEUTROPHIL — Very many 
The prominent features presented in EOSINOPHIL — Many 
the cytology are masses of neutrophils, MAST CELL — Many, 50-75+- 
varying numbers of monocytes and lym- )AONONUCLEARS 
phocytes, with many bacteria, usually LYMPHOCYTE -— Moderate number 
of mixed types (cytogram 7). The pres- 
ence and the types of bacteria have been PHAGOCYTE 
emphasized by Goldman.*’-5 In our se- 
ries of 114 cases, bacteria were noted — = Many (mixes) 
in most of the smears. This is in con- 
trast to the cases of allergy and acute COMMENTS: — Chronic rhinosinusitis 


colds which rarely show bacteria. Cul- 
tures and sensitivity tests were done in 
problem cases either because of severity 
of infection or lack of response to pre- 
vious therapy. 


In 22 of the cases an allergic factor 
was apparent from cytogram 8. Many 
of these patients were known to be 
allergic at other times. In 31 others 
there were occasional eosinophils. The 
allergic factor, if present, was very 


plus allergic response 
and mast cells 
increased. 


CyToGRAM 8. 


mild. We believe that when degenerat- 
ing nuclear forms of ciliated cells are 
seen, an additional factor of viral in- 
fection is also present. Some patients 
with chronic sinusitis come for treat- 


ment because of superimposed “fresh 
colds.” 
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These relatively definite patterns of 
cytology can be identified with varying 
degrees of accuracy with the completely 
variable combinations so often found in 
clinical practice. We have noted that 
severe colds may suppress mild to mod- 
erate degrees of allergy. Most of the 
time, however, both are easily identified. 
Repeated cytologic examinations may 
disclose previously obscure factors and 
help to evaluate therapy and the course 
of the disease. 


MEASLES 


The cytology of another acute rhinitis 
is very striking. The giant cells which 
are pathognomonic of measles are easily 
seen under low power of the microscope 
in nasal secretions from the coryza of 
measles. They are large, irregular, multi- 
nucleated cells, visible as early as two 
to five days before the rash and they re- 
main during the rash while the secre- 
tion persists (figs. 10 and 11). Their 
presence in nasal secretions was de- 
scribed by us in 1952.5 As early as 1931 
they had been reported by Warthin7$ 
in autopsy material from the tonsil and 
pharyngeal mucosa. Tompkins,® also 
using the Papanicolaou stain, described 
them again in nasal secretions in 1955; 
and in a more recent article, Haneke*? 
from Germany also confirmed the find- 
ings. 


Our collection, secured partly from 
St. Louis Children’s Hospital and from 
private practice, numbers 55 cases, 50 of 
which revealed the cells. In 6 cases of 
German measles (rubella) the giant 
cells did not show in the nasal secretion. 


The giant cells, from the smears 
which we have studied, appear to be 
formed in the following ways: (1) Usu- 
ally as in other viral diseases, the nuclei 
may multiply by amitosis. This type is 
prominent and probably accounts for 
most of them. (2) The cellular mem- 
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branes become indistinct (sticky), 
and the cells coalesce and stick to- 
gether. Sometimes they are seen with 
cilia. We found one sheet of epithelium 
splitting apart, leaving a band of ne- 
crotic nuclei, and an adjoining “giant” 
cell composed of similar nuclei. The 
giant cells are characteristically acido- 
philic. In a typical cytogram, other in- 
flammatory cells are also present (cyto- 
gram 9). 


Ss. W. NASAL SECRETION 2-10-57 


EPITHELIAL 


CILIATED 
TUFTS 
GOBLET CELL 


— Many multinucleated 
giant cells 


GRANULOCYTES 
NEUTROPHIL Very many 
EOSINOPHIL Few 
MAST CELL None 


MONONUCLEARS 
LYMPHOCYTE 
MONOCYTE 
TRANSITIONAL 
PHAGOCYTE 


Moderate 
Moderate 


BACTERIA 
ETC. 


— Few 


COMMENTS: — Measles 


CyTOGRAM 9. 


The giant cells characteristic of herpes 
simplex and chicken pox are different 
from the giant cells typical of measles. | 
Using the Papanicolaou stain, we have 
studied the secretions of blebs from 6 
cases of chicken pox and 3 cases of 
herpes labialis (fig. 12). 


EAR DISCHARGE 


The large, or giant, engorged phago- 
cytes of acute otitis media and mastoidi- 
tis are very striking (figs. 13-15); we 
believe, as previously reported,? that 
they usually indicate severe active in- 
fection (cytogram 10). They were pres- 
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B. K. RicgHt EAR SECRETION 2-20-57 
EPITHELIAL ~ Moderate number 
squamous 
CILIATED 
TUFTS 
GOBLET CELL 
GRANULOCYTES 
NEUTROPHIL — Very many 
EOSINOPHIL — Rare 
MAST CELL — Rare 
MONONUCLEARS 
LYMPHOCYTE — Moderate number 
MONOCYTE — Many 
TRANSITIONAL — Moderate number 
PHAGOCYTE — Many, giant 
BACTERIA — Moderate 
ETC. 
COMMENTS: — Severe otitis media, 
active inflammatory 
response. 


CyToGRaAM 10. 


F. M. Lerr Ear SECRETION 1-12-58 
EPITHELIAL — Many squamous with 
fatty degeneration 
CILIATED 
TUFTS 
GOBLET CELL 
GRANULOCYTES 
NEUTROPHIL — Very many, 
degenerated 
EOSINOPHIL — Rare one 
MAST CELL — Rare one or none 
MONONUCLEARS 
LYMPHOCYTE 
MONOCYTE 
TRANSITIONAL 
PHAGOCYTE 
BACTERIA — Very many (mixed) 
ETC. 
COMMENTS: — Chronic otitis media 


CyTOGRAM 11. 


ent in all of the one hundred cases of 
acute coalescent mastoiditis. They were 
not present in mild cases of otitis media. 
However, they occasionally appear in 
otitis media after two or three days. 
This fact, plus theoretical speculations, 
led Ojala and Palva*? to doubt their sig- 
nificance. We have found them without 
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other elements of pus (neutrophils) in 
a few cases of chronic mastoiditis and 
in one postmastoidectomy cyst. They 
have occurred in severe acute infections 
of mastoid cavities. We use the finding 
as a warning to intensify the clinical ex- 
aminations and therapy. 


Chronic otitis media and mastoiditis 
show the characteristic findings of vac- 
uolization and fatty degeneration of 
squamous epithelial cells and the pres- 
ence of bacteria plus many degenerated 
neutrophils (cytogram 11) (fig. 16). 
Unless the infection is active, giant 
phagocytes are not present. The dis- 
charge in cases of cholesteatoma is usu- 
ally the same as in chronic otitis media 
with the addition of cholesterol crystals. 
They may be seen with a polarizing mi- 
croscope and thus help in the diagnosis. 
The secretion must be carefully ob- 
tained from the middle ear without wax 
or debris from the canal, because ordi- 
nary cerumen contains cholesterol crys- 
tals.!7 


Occasionally eosinophils may be in- 
creased in either acute or chronic dis- 
charge, and we believe that they point 
to an allergic factor, as did Koch*? in 
his cytologic investigations of chronic 
otitis media. | 


The studies of 75 cases of serous 
otitis media have consistently revealed 
clear, serous, almost acellular fluid. The 
occasional cell found was usually a lym- 
phocyte or a neutrophil. In a few cases 
there were many neutrophils and bac- 
teria with some phagocytes, which we 
believe casts doubt on the clinical diag- 
nosis and definitely points to infection. 


In contrast to these ear patterns, the 
secretion of simple diffuse external otitis 
is characterized by many bacteria, squa- 
mous epithelial cells, often without nu- 
clei, and the striking absence of neutro- 
phils. Senturia and his associates® 6 
have studied the cytology of all varieties 
of external otitis extensively. 
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MALIGNANT LESIONS 


The value of cytology for the early 
detection and a better understanding of 
cancer is reliable and no longer ques- 
tioned. This work has been placed on a 
sound diagnostic basis during the last 
fifteen years, and the detection of cancer 
of the uterine cervix, lung, urinary blad- 
der, stomach, esophagus, rectum, colon 
and breast is now a routine procedure. 
All of the work in these fields was start- 
ed and developed largely by the lifelong 
efforts and meticulous scientific observa- 
tions of Dr. Papanicolaou.*> 


The significance of cytology and the 
smear technique for the supplementary 
diagnosis of cancer are gradually being 
appreciated and applied to the field of 
otolaryngology. House*? recommended 
the use of the Papanicolaou stain in 
1949 for the early diagnosis of malig- 
nant lesions of the middle ear, and in 
1950 Fitz-Hugh and his associates** 
found the cytologic smear technique to 
be reliable in the diagnosis of carcinoma 
of the maxillary sinus. Libersat,** in 
1951, reported the value of cytology 
for the diagnosis of cancer in our spe- 
cialty. Two years later in 1953, Probst 
and Pfaltz*? published a series on 140 
cases in which normal and pathologic 
tissues were studied by this technique. 
They found it to be of practical value 
and the method correlated with clinical 
histologic diagnosis to a high degree. 
More recently, interest in the early di- 
agnosis of carcinoma has been directed 
to the oral mucosa and a number of ex- 
cellent reports are available, both for 
the normal and pathologic cytology of 
this region.**.49°8 Hopp%® has recently 
published an informative article record- 
ing the result in 104 cases in which cy- 
tologic studies were made from the naso- 
pharynx, mouth, tonsil and larynx. In 
this group there were no false positive 
reports. The cases of carcinoma were 
also followed during and after radiation 
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therapy. The author emphasizes in a 


quotation from Peters*® that “the relia- 


bility of the cytologic intrepretation in- 
creases with the experience of the inter- 
preter.” 


We started our collection of smears 
from malignant tumors in 1949 and 
stressed the importance of making them 
from the biopsy material so that a rec- 
ord of the individual cellular changes 
would be available along with the histo- 
logic picture of the disease. To date we 
have a sizable cytologic collection of car- 
cinomas from all areas of the ear, nose 
and throat. Smears from other types of 
malignant tumors, including adenocar- 
cinoma, reticulum cell sarcoma, lympho- 
epithelioma and plasmacytoma, have 
been obtained and were usually readily 
diagnosed. They were shown in our ex- 
hibit on cytologic pathology!® in 1956 
before this society. 


Very abnormal cells compose malig- 
nant tissue. Certain degrees and com- 
binations of changes may be considered 
typical of malignant lesions. In most in- 
stances the evaluation of these changes 
depends on a knowledge of the tissue 
of origin and the type of cancer it pro- 
duces. The details of individual cells are 
more distinct with the Papanicolaou 
technique and supplement the necessary 
observations of the organization of the 
tissue as observed in tissue sections 
from biopsies. 


We shall illustrate here only a few 
examples of the diagnostic features of 
malignancy. Irregularity is the key 
word. 


The nuclear changes include : 


1. Abnormalities in chromatin con- 
tent, a hyperchromatic nucleus and ir- 
regularities in the size and pattern of the 
chromatin granules as contrasted with 
the normal. 
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2. Enlargement of the nucleolus. 


This is probably the most useful single 
change in malignant cells. When an en- 
larged nucleolus or multiple nucleoli are 
present, the possibility of malignancy 
should be seriously considered. 


3. Thickening of the nuclear mem- 
brane. This feature is not common in 
benign cells. 


+. Increase in the nuclear-cytoplasmic 
ratio. In malignant cells the enlargement 
of the nucleus usually occurs at the ex- 
pense of the cytoplasm. The range in 
variation, however, is wide. In carci- 
noma of low grade the size of the nu- 
cleus may be only slightly increased, 
while in a highly malignant carcinoma 
the large nucleus with a bare rim of cy- 
toplasm is seen. 


5. Alterations in the shape of the 
nucleus. The malignant nucleus often 
exhibits an irregular contour. Odd 
shapes are very common. There is no 
constant correlation of these with the 
degree of malignancy. Minor changes in 
shape often appear before other malig- 
nant characteristics and are thus useful 
in diagnosis. 


6. Variations in size and shape of 
nuclei in groups of cells. Grouping or 
clumps of cells are very important in 
diagnosis. In malignant groups the nu- 
clei usually show wide variation in size 
and shape within the group. 


The cytoplasmic changes in the ma- 
lignant cell are for diagnostic purposes 
secondary to those in the nucleus. The 
important features include wide varia- 
tions in the amount of cytoplasm and 
the general shape of the cell. In most ma- 
lignant cells there is a decrease in cyto- 
plasm, but some highly malignant giant 
cells may have an increase in the bulk 
of cytoplasm usually accompanied by 
abnormalities of shape. 
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These basic features of the char- 
acteristics of malignant cells were care- 
fully worked out by Papanicolaou,» 
Traut,°’? Gates and Warren,*° Ayre? and 
others’? who have had long experience 
with the smear technique in the diagne- 
sis of cancer of the uterus. We find 
them useful and reliable. A complete 
presentation of what is known and sus- 
pected of malignant cells is given in 
Cowdry’s book'* entitled “Cancer 
Cells.” 


NON MALIGNANT TUMORS 


Many gradations between normal 
cells and malignant cells are seen. Hy- 
perkeratosis has long been thought of as 
a precancerous condition and sometimes 
the differential diagnosis does offer 
problems. The cytology bears this out. 
Cellular proliferation and keratinization 
are more marked than in normal tissue 
but the regularity of the cells is usually 
maintained. In smears from a papilloma, 
the epithelial cells are shown in char- 
acteristic adherent sheets with dull pale 
nuclei. In a few cases in which varia- 
tions from the histologic pattern occur, 
malignant changes may be found in oc- 
casional cells. 


EFFECTS OF RADIATION THERAPY 


The understanding of changes due to 
radiation on cells comprises a wide field 
of study. The abnormalities of irradiat- 
ed cells are the most marked of all. Our 
knowledge is still inadequate. Specific 
rules for distinguishing between benign 
and malignant cells after irradiation are 
not yet feasible. The effects are readily 
seen so that representative changes in 
groups of cells and single cells from the 
ear, nasopharynx and larynx can be 
shown as they have been studied thus 
far (figs. 19 and 20). After irradiation, 
cancer cells appear even more atypical 
and the nuclei may become huge, mul- 
tiple or bizarre in form. Degenerated 
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malignant cells are sometimes invaded 
by polymorphonuclear leukocytes. The 
results of necrosis of the tumor are evi- 
denced by cellular debris, polymorpho- 
nuclear leukocytes and fibrin. There is 
some evidence that a marked irradiation 
response in the cells may be indicative 
of a favorable clinical result.5%3! The 
cells show irradiation effects for varying 
periods of time. In case of reticulum 
cell sarcoma of the nasopharynx, changes 
were present microscopically two years 
following treatment, when clinically the 
patient was well and showed no lesion. 
Only with a large series of cases and 
carefully timed observations can we 
gradually assemble the facts concerning 
radiation changes in cytology. 


The smear technique has proved to 
be valuable for following cases after 
radiation therapy. It is often not desir- 
able to take a biopsy, but the smear is 
convenient and painless. For example, 
when an incision or ulcer fails to heal, 
the smear can usually reveal whether it 
is due to radiation, infection or recur- 
rence of the tumor. 


DISCUSSION 


On the basis of the above observations 
we believe that cytograms present im- 
portant diagnostic possibilities. 


The established value of the nasal 
smear in identifying allergic rhinitis is 
well known. With the impetus of the re- 
finements of the Papanicolaou stain an 
approach to complete cytologic analysis 
became clinically feasible, so that in any 
particular case we may estimate the 
pathologic factors of viral or bacterial 
infections and allergy. Among the nu- 
merous routine nasal and otologic di- 
agnostic problems, occasionally a malig- 
nant lesion is encountered. The cellular 
patterns revealed may be a great aid in 
making treatment more specific. Actual- 
ly every patient with nasal or ear dis- 


\W. T. K. BRYAN AND M. P. BRYAN 


TR. AM. 
ACAD. OPHTH. 
charge, or both, is entitled to the ad- 
vantages of cytologic inter; retation. In 
order to accomplish such an ideal, there 
is an essential need for trained workers 
with patience for microscopic observa- 
tions. 


The contact smear technique provides 
a convenient method not only for a sin- 
gle observation of the cellular pattern 
in a given case but also for following 
the course of disease. In the nose, its 
particular advantage lies in the fact that 
when the material is obtained by swab- 
bing, it is possible to observe epithelial 
changes and especially the goblet cells 
which are not otherwise exfoliated. With 
this technique the secretions are obtained 
from the whole length of the floor of 
the nose—in brief, the inferior meatus. 
The sampling is representative, since all 
drainage tends to go to the floor of the 
nose. When smears are made from se- 
cretions that are blown from the nose, 
many necrotic cells are frequently found, 
making interpretation difficult. At times, 
however, it may be preferable to obtain 
such secretions in order to avoid the 
slight discomfort of using a swab. In 
other areas of ear, nose and throat, the 
contact smear technique offers essential- 
ly a method for simple, nontraumatic bi- 
opsy. If a regular biopsy is necessary, a 
smear may first give the warning signal 
and prevent unnecessary removal of tis- 
sue, particularly in areas where it is dif- 
ficult to obtain. 


Our field of otolaryngology is partic- 
ularly advantageous for further devel- 
opments in cytology because most of the 
material is readily accessible. 


For each phase of the cytologic work 
mentioned here, the possibilities for 
more detailed observations are unlim- 
ited. Papanicolaou®’ has stated: 


The science of the exfoliated cell has a bear- 
ing on many special fields because of its many 
theoretical and practical implications. Its de- 
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velopment depends not only upon the contri- 
butions of the cytologists or pathologists but 
also upon those of clinical men representing 
practically every branch of medicine. 


We hope that the future years will 


bring expanded interest and continued 
new developments in  otolaryngologic 
cytology. 
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DISCUSSION 


FRENCH K. HANSEL, M.D., St. Louis: These 
splendid observations of the Bryans, most of 
which are original in the field of otolaryn- 
gology, are most commendable. They prove 
most strikingly that definitive diagnosis and 
adequate treatment in many instances may 
depend primarily upon cytologic findings. 


In preparing specimens for examination the 
type and quantity of material must be suffi- 
cient. It is derived from exfoliation, transuda- 
tion, exudation and/or secretion. Exfoliative 
specimens are best obtained by wiping; transu- 
date, exudate and secretion may also be in- 
cluded, but if the quantity is small, further 
material should be obtained by having the pa- 
tient blow the nose upon waxed paper or by 
aspiration with a suction tip. 


The most common conditions encountered 
in daily practice are those which concern in- 
fection, allergy, or a combination of both. As 
a rule, clinical diagnosis can never be defin- 
itive without the cytologic examination. In 
a given instance, what appears to be a com- 
mon cold may prove to be an allergy, and, 
conversely, an apparent allergy may prove to 
be an infection. In allergic patients this is an 
ever present problem. There is a shifting of 
the cytologic picture from eosinophils to neu- 
trophils and back to eosinophils. Diagnosis 
must be accurate in order that treatment may 
be administered accordingly. 


Although the diagnosis of the common cold 
is easily established by the finding of a pro- 
nounced neutrophilia of the nasal secretions, 
a distinction between a bacterial and a viral in- 
fection is most desirable. The demonstration 
of viral changes in the exfoliated epithelial 
cells from the nose or from vesicular lesions 
of the oral mucosa may be the only means of 
establishing an immediate etiologic diagnosis. 


In children, the differential diagnosis of 
frequent colds, sinusitis and allergy is most 
important. Repeated cytologic examinations 


over a period of time may be necessary before 
an accurate analysis can be made of the prob- 
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lem involved. Frequent colds usually indicate 
allergy, but lack of immunity to infection is 
common in children and may result in repeat- 
ed respiratory episodes which simulate aller- 
gy. These factors may be related to attacks 
of otitis media and tonsillitis, and thus may 
bear an important relationship to the indica- 
tions for removal of the tonsils and adenoids. 


Because of the great variety of structures 
involved, exfoliative cytology appears to have 
almost unlimited possibilities in the field of 
otolaryngology. Consider the great number of 
lesions which occur, for example, on the mu- 
cous membranes of the mouth, tongue, tonsils 
and pharynx and which may be either of local 
origin or a manifestation of systemic disease. 
In nutritional deficiencies such as _ pellagra, 
scurvy, sprue, macrocytic, hypochromic and 
pernicious anemia and Bye deficiency, lesions 
of the tongue and buccal mucosa are usually 
of diagnostic significance. By means of ex- 
foliative cytology early microscopic changes 
may be detected before local lesions or sys- 
temic manifestations become evident. Recent 
observations by Boen and his co-workers 
showed that nuclear changes in the oral epi- 
thelium could be demonstrated in Bye defi- 
ciency in the absence of changes in the blood 
or bone marrow. In the case of a patient with 
subacute combined degeneration, the diagnosis 
was confirmed by demonstrating a low serum 
Bye level. The oral epithelium returned to 
normal after treatment. 


In conclusion, it is evident that these sources 
of information are of indispensable value in 
diagnosis and treatment. In order that the best 
service may be rendered to the patient, they 
cannot be ignored. 


JosepH L. GotpMan, M.D., New York: 
The successful application of basic science in 
the study of clinical medicine often results in 
a significant contribution. Dr. and Mrs. Bryan 
have made such a contribution in their cytolo- 
gic investigations in nasal disease. By develop- 
ing cytologic patterns which might be con- 
sidered characteristic of different nasal dis- 
turbances, they have demonstrated that ex- 
amination of secretion in the nose or exfoliated 
cells on the turbinates by their methods can 
be very helpful in arriving at a definitive di- 
agnosis and indicating the proper therapy. 
Their presentation strengthens the contention 
that the stained spread, the microscope, media 
for culture, the incubator should become as 
much part of the rhinologist’s diagnostic 
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armamentarium as they are of the internists, 
the pediatrician’s or the urologist’s. Direct 
inspection of cerebrospinal fluid in a test tube 
does not reveal the kind of cells present or 
whether the fluid contains microorganisms. 
This same principle should be applied to the 
secretion seen on direct inspection of the 
nasal cavities. 


There still exists the impression that the 
diagnosis of vasomotor rhinitis depends on 
the finding of eosinophils in nasal secretion. 
A small percentage of eosinophils may be 
present in vasomotor rhinitis as well as in in- 
fectious rhinitis, and eosinophils may be en- 
tirely lacking in active vasomotor rhinitis. 
Only when the number of eosinophils present 
is over 30 to 40 per cent can they be accepted 
as very suggestive of a vasomotor process. 


The Bryans have shown that the findings of 
goblet cells on spreads made by wiping the 
nasal mucosa has more diagnostic significance 
than the eosinophil in vasomotor rhinitis. They 
have also demonstrated that the mast cell may 
be of diagnostic aid, particularly when eosino- 
phils are ahsent, or are present only in small 
numbers. 


I believe that the amount of mucus that can 
be seen on a stained spread is related to the 
activity of the goblet cells. Mucus is usually 
sparse in the secretion from infectious rhin- 
itis but plentiful in the secretion from vaso- 
motor rhinitis. 


The Bryans also report a lack of bacteria 
in the spreads from cases of vasomotor rhin- 
itis and the common cold and their presence 
in appreciable numbers in the secretion from 
infectious rhinitis. It has been emphasized 
in the past that such data can be determined 
easily and can be used as valuable diagnostic 
and therapeutic criteria. 


I would like to show several spreads which 
represent routine studies in office practice to 
illustrate the method of the differential diag- 
nosis between vasomotor rhinitis and infectious 
rhinitis. | Slides] 


The association of the degenerated epi- 
thelial cell with acute nasal viral infections 
has been demonstrated clearly by the authors. 
All their cell patterns show the great value 
of cytologic study in the evaluation of nasal 
disease. | wish to congratulate Dr. and Mrs. 
Bryan for their precise and imaginative work 
and their beautiful illustrations. I appreciate 
the opportunity to discuss this paper. 
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LEGENDS FOR CoLor PLATES 


Diagrammatic key of representative cells. 


Normal columnar ciliated epithelial cells from nose showing oval nuclei with nucleoli, granular chromatin 
structure and homogenous cytoplasm. The cilia and cilhary bodies are prominent. 


Columnar epithelial cell wiped from an allergic nose showing marked edema of the cytoplasm. The cilia 
are degenerated. 

Mast cells with large, coarse, bluish purple granules accompanying eosinophils in nasal secretion from an 
allergic nose. 

Single mast cell with irregular distribution of granules partially obscuring the nucleus found in allergic 
nasal secretion. 


Nasal columnar ciliated cell showing early nuclear degeneration and clumping of the chromatin with 
inclusion formation from a patient with a “‘cold.”’ 


Advanced stage of nuclear degeneration in a ciliated cell with completely pyknotic nucleus, halo, perinuclear 
body and pink cytoplasmic globule. Cytoplasmic constriction is begimning. 


Two adherent ciliated cells showing advanced nuclear degeneration with pyknotic nuclei and pink perinuclear 
inclusions within nuclear halo. 

Late advanced nuclear degeneration with separation of nuclear portion from cytoplasmic portion with cilia. 
Multinucleated giant cell from coryza of prodromal measles. 

Multinucleated ciliated giant cell from nasal secretion of measles. 

Giant cells from herpes labialis. 

Secretion from acute otitis media showing neutrophils and monocytes. 

Multinucleated giant phagocyte from active mastoiditis. 

Giant phagocytes containing bacteria and cellular debris from active mastoiditis. 

Secretion from chronic otitis media showing bacteria and fatty degeneration of squamous epithelium. 
Malignant cells from a plasmacytoma of the middle ear. 

Malignant cells from carcinoma of the middle ear. 

Radiation changes in malignant cells from postradiation smears of the nasopharynx. 


Radiation changes in columnar epithelial cells from the nose showing cystic vacuolization of cytoplasm 
and hyperchromatic nuclei. 
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SIGNIFICANCE OF MAST CELLS IN NASAL SECRETIONS 
T. K. Bryan, M.D. 


and 


MARIAN P. Bryan 
BY INVITATION 


ST. LOUIS, MISSOURI 


Our cytologic observations of contact 
nasal smears have revealed that the tis- 
sue mast, cells play an important and 
prominent role in the allergic nasal re- 
sponse. They can be easily identified 
and can be readily distinguished from 
eosinophils in nasal smears by simple, 
regularly used stains provided fixation 
is correct. At the present time we know 
of no articles describing their occurrence 
or discussing their significance in nasal 
secretions. 


The mast cells were first clearly de- 
scribed by Ehrlich'®!” over eighty years 
ago. He gave them the name mastzellen, 
meaning ‘‘well-fed,” because they were 
found in the connective tissues which 
were well nourished. He considered that 
granules developed in certain cells in 
the blood, namely the basophils or mast 
leukocytes which originate in the bone 
marrow and circulate in the peripheral 
blood. The tissue mast cells appeared to 
originate and live in the connective tis- 
sue. The two types of mast cells are 
similar in their content of cytoplasmic 
water-soluble granules which stain meta- 
chromatically with certain basic dyes. 
The morphology, staining properties 
and distribution of these cells were care- 
fully noted. After Ehrlich’s discovery of 
the mast cells, research concerning them 
was confined for more than fifty years 
to the histologic level. Their function 
remained obscure. 


Presented at the meeting of the American Society 
of Ophthalmologic and Otolarypgologic Allergy, Oct. 
17, 1958. 
This work was aided by grat: from the American 
Cancer Society. 
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The cells have been shown at all evolu- 
tionary levels from invertebrates through 
the lower vertebrates to the higher ver- 
tebrates.2° Each species maintains its 
own particular pattern of distribution, a 
fact which still remains unexplained. 
They occur chiefly in the loose connec- 
tive tissues, particularly surrounding the 
smaller blood vessels and underlying the 
epithelial, serous and synovial mem- 
branes.*38 It has been suggested that 
they vary in number with the quantity of 
hyaluronic acid in the tissues. They 
are practically absent from the central 
nervous system, although they are pres- 
ent in the sheaths of peripheral nerves.*! 
Riley*! states that the parenchymatous 
organs are poor in mast cells except in 
the connective tissue of the capsule and 
trabeculae. An exception to this is the 
widespread distribution of mast cells 
throughout the parenchyma of the dog’s 
liver.2! Most of the mast cells of the 
rabbit are found in the blood.*5 The only 
tissues devoid of mast cells are cartilage 
and bone, not including perichondrium 
and periosteum.*© The mast cells have 
been studied in detail in the skin.’ In 
normal skin they are relatively few and 
reasonably small and_ spindle-shaped, 
but they reveal metachromasia.’ Hell- 
strom and Holmgren!? showed. that 
women under forty years of age had 
higher mast cell counts than men. 


Curiously enough, mast cells are 
known to disappear locally in acute in- 
flammation and reappear with tissue re- 
pair.'640 They increase in chronic in- 
flammation, a fact originally noted by 
Ehrlich and confirmed by others.?2.26.38 
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Stagnation of the lymph stream favors 
the accumulation of mast cells, as shown 
in elephantiasis,' and a similar histologic 
picture on a smaller scale can be seen 
in a young well-vascularized keloid.? 
Focal accumulations of mast cells are 
present in man in a variety of skin dis- 
eases, such as neurodermatitis, chronic 
eczema and, particularly, urticaria pig- 
mentosa.*3 Rarely do the mast cells give 
rise to malignant growths such as masto- 
cytomas, which occur mainly in dogs.® 
In many species the cells are often seen 
to accumulate around established car- 
cinomas.!® An increase of blood baso- 
phils occurs in chronic myeloid leukemia, 
the condition in which Ehrlich first 
found mast cells in the blood.'®3? Baso- 
philic leukemia has been reported, but it 
is rare,!1,21 


There are a number of very complete 
reviews concerning these interesting 
cells. The outstanding summaries in- 
clude those by Arvy,! Asboe-Hansen,? 
Michels,”° Riley,*!3? and Pad- 
awer,”’ in 1955 gave an excellent report 
of what is now known of mammalian 
mast cells and some of the more recent 
aspects of their histochemistry. It has 
been only in recent years that pharma- 
cologists and biochemists have found 
methods to study these cells. Work in 
Scandinavia and Britain has linked the 
functional activity of the mast cell with 
heparin?*-*4 and histamine.*4 


Information that we now have on the 
relation between the mast cell and hep- 
arin will be quoted from Riley*?: 


Jorpes and his colleagues in Stockholm had 
long been at work on a powerful anticoagu- 
lant first isolated from dog liver and hence 
called “heparin.” Heparin proved to be a 
mucopolysaccharid rich in sulphate groups, 
and on finding that heparin stained meta- 
chromatically with toluidine-blue, Jorpes re- 
quested his histological colleagues to search 
the tissues for metachromatism as a possible 
clue to the site of formation of heparin. (Car- 
tilage, of course, stains metachromatically, 


W. T. K. BRYAN AND MM. P. 


BRYAN 


TR. AM. 
ACAD. OPHTH, 


but cartilage has no anticoagulant activity.) 
It was then that the histologists rediscovered 
the metachromatic granules in the mast cells 
and Jorpes was able to show that there is a 
good correlation between the mast cell con- 
tent of a particular tissue and the amount of 
heparin that can be extracted from it. 


Riley indicates that we now perhaps 
have less confidence in the precise his- 
tochemical significance of metachroma- 
tism but later investigators have amply 
confirmed that the progressive increase 
in metachromasia which accompanies 
the maturation of the mast cell granules 
does in fact constitute an index of the 
extent to which sulphation has oc- 
curred and is a measure of the anticoag- 
ulant which can be derived from these 
cells.23 High yields of heparin have been 
obtained from various human and ani- 
mal tissue rich in mast cells.25-33 Excep- 
tionally high heparin values are found 
in mast cell tumors from dogs.® Heparin 
has also been demonstrated in mast leu- 
kocytes from a case of chronic myeloid 
leukemia.*? It seems to be well estab- 
lished that heparin is an important con- 
stituent of the mast cell. 


In 1953, in a series of interesting ex- 
periments with animal tissues, Riley*?)55 
found that mast cells of the rat under- 
went disruption following the injection 
of histamine liberators, and that certain 
diamidines, by virtue of their fluores- 
cence in ultraviolet light, can actually be 
seen to concentrate in the peritoneal 
mast cells prior to the disruption of 
these cells. He also then found that an 
excellent correlation existed between the 
mast cell content and the histamine 
values of a wide variety of normal and 
pathologic tissues. He compared embry- 
onic and adult organs and was able to 
show that only when the organs con- 
tained mast cells did they also contain 
histamine. Finally, a mast cell tumor 
from a child, actually a large solitary le- 
sion of urticaria pigmentosa, gave the 
unprecedented value for histamine of 
950 wg. per gram of tissue.*5 Since then 
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he also has obtained high values for his- 
tamine in a series of mast cell tumors 
from dogs.’ Graham and her associates!® 
also have shown that much of the blood 
histamine resides in the basophils, the 
mast leukocytes. 


A recent report by Smith*® gives in- 
teresting observations concerning living 
mast cells from the mesentery of the rat, 
treated with histamine liberators. After 
the introduction of a histamine liberator 
the granules lost their dark appearance, 
becoming almost invisible, and the cells 
were swollen to one and a third times 
the original diameters. If the cells were 
then stained with toluidine-blue, the 
faded granules gradually took up stain 
and the cells shrank back to their nor- 
mal size. The author considers the find- 
ings to be indicative of chemical changes 
within the cell and suggests that hista- 
mine is liberated from its known bind- 
ing with heparin. 


Higginbotham and Dougherty showed 
that in mice, fibroblasts ingest the meta- 
chromatic granules of degranulated mast 
cells and suggested that this phenomenon 
represents one aspect of the local de- 
toxification of tissues. 


Experimental work thus indicates 
that mast cells contain both heparin and 
histamine and that their function, at 
least in part, is connected with these 
substances. 


There is still much speculation as to 
the exact location of these substances in 
the cell. In the rat it appears that both 
substances are normally present in the 
granules of the mast cell. The heparin- 
histamine relationship in the granules is 
not entirely understood or proved, but 
Riley*? suggests that we may regard 
heparin and histamine in the granules as 
a part of a more elaborate structure into 
which phospholipid, protein, and pos- 
sibly other components enter. In further 
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interpreting the function of the mast 
cell, Riley’? suggests that the cyclic 
changes which they undergo, that is, dis- 
appearing in areas of acute injury and 
appearing again when repair occurs, are 
an additional function of these cells con- 
cerned with the connective tissue and 
that possibly they alternately store and 
release the mucopolysaccharides of the 
ground substance. 


The work of Benditt and his asso- 
ciates> in 1955 showed in at least one 
species of rat that 5-hydroxytryptamine 
is present in the mast cells and empha- 
sized the significance of these cells as 
participants in the reaction to injury of 
tissue. Without doubt, the chemistry of 
these interesting cells will soon be 
solved. 


For a long time the eosinophils were 
thought to be the chief source of hista- 
mine in the body,® but recent evidence 
has shown that the highest histamine 
values have been noted when the pre- 


dominate cell was the mast cell,*’ and 
that the relationship of the eosinophil to 
histamine is not as clear as formerly 
thought. Large numbers of eosinophils 
have been associated with lesser amounts 
of histamine.*? The isolated granules of 
eosinophils have been shown to possess 
antihistaminic properties**; therefore, 
Riley*? thinks that the eosinophil should 
be regarded as being concerned more 
with detoxification and disposal of his- 
tamine than with its elaboration. These 
are somewhat speculative but very inter- 
esting ideas. 


The fundamental association between 
eosinophils and mast cells is not known, 
but Code? showed that cortisone reduced 
the number of basophils in the circulat- 
ing blood of healthy human beings in a 
way similar to that in which it reduced 
the number of eosinophils. The parallel- 
ism was sufficiently close to indicate a 
relationship between basophils and 
eosinophils in the blood. 
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Spiers®” thinks that the mast cells and. 


circulating, basophils are related in some 
way to the adrenal gland, but the exact 
nature of-the- relationship is not known, 


With | this brief historical review of 
the literature for background, we shall 
now turn our attention to the mast cells 
found in nasal sécretion. These ’¢ells 


Ed=Siight improvement 


C)=Result Unknown improved 


1, 


closely resemble all descriptions for the 
tissue mast cells. With the method of 
staining (which will be described), the 
cells: show. large, irregularly. arranged, 
spherical, reddish purple granules which 
are often not held with the cell. by a vis- 
ible ‘limiting cell membrane. They’ may 
cover the entire cell, often obscuring the 
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TABLE I 
EosINOPHILS 
gk, gcik, ge 
FOOD POSITIVE IMPR. SL. IMPR. NOT IMPR. UNKNOWN TOTAL 
Inhalant + — 7 
+ H°* 2 
on H H 2 
no test — — — 1 
FOOD NOT TESTED | 
Inhalant -+- + — -- 
T 12 1,1” 3 17 
+ 2° 3,1° 11 
1* 
no test 2 5 
“19 x “37 = 49 


I, F, +, = food one, two, three and four plus. 
a, antihistamine; c, cold; i, chronic infection. 
H, formerly food positive; y, polyps. 


g, goblet cells; E, eosinophils, many; e, few eosinophils. 


ci, cold and chronic infection. 


nucleus, and show considerable varia-— 


tion in size. Frequently they are freely 
extruded from the cell. Their distribu- 
tion alters the contour of the cell, and it 
may vary from round or oval to oblong 
or spindle shape: The metachromasia of 
the granules was first described by Ehr- 
lich,'© who found that the granules 
stained in a-shade different from the dye 
utilized. Their coloring is, however, al- 
ways in striking contrast to the brilliant 
clear refractile red of the eosinophilic 
granules. The nucleus, when visible, is 
oval or round and stains a pale blue. It 
is rather homogenous, opaque and, in 
our preparations, devoid of a definite 
chromatin pattern. 


Mast cells, which closely resemble 
our descriptions of them in nasal se- 
cretions, were mentioned and _  de- 
scribed in the connective tissues of the 
nasal turbinates as early as 1913, when 
Downey!’ studied nasal polyps and the 
turbinate bone from a patient with 
chronic inflammation of the nasal mu- 


‘cous membrane. Nasal polyps and a 


large adenoid from a patient with hay 
fever were also studied. He described 
the mast cells in the turbinate as ex- 
tremely irregular with large black gran- 
ules and pyknotic nuclei. Recently, 
Weisskopf and Burn,*’ in preliminary 
histochemical studies of the middle tur- 
binates, showed that the mast cells were 
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TABLE II 


EostnopHILs WitH Few Mast CELLs 


gEm (<10) 


SL. IMPR. NOT IMPR. UNKNOWN 


FOOD NOT TESTED 


Inhalant + + + + 
tt t+ 
++ 


FOOD NOT TESTED 


Inhalant +++-+ 

+ +- 


no test 
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TABLE III 
Mast WitH EOSINOPHILS 


geM, gciEM 


FOOD POSITIVE SL. IMPR. NOT IMPR. UNKNOWN 


Inhalant + + + 
++ 


FOOD NOT TESTED 


Inhalant + + + 
++ 


FOOD POSITIVE 


Inhalant + + 
+ 


FOOD NOT TESTED 


Inhalant + + 
+ 


no test 


F, t, 3 = food one, two, three and four plus. 
antihistamine. 


cautery of inf. turbinates, and stopping nose drops. 
chr. infection. 
psychogenic etiology. 


1950 619 
TOTAL 
4I, F, t' — 7 | 
+ I° 21 3 
2 2 14 
‘ 
3 3 1,1' 8 
+ 2 l 8 
: no test — — l 1 
g 7 5 3 5 20= M 
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TABLE IV 


Mast Cetts Few EosINopHILs 


eM 
FOOD POSITIVE IMPR, aad NOT IMPR. UNKNOWN TOTAL 
Inhalant + + 6F,21 -- — 
no test 21 3 
FOOD Not TESTED 
no test. 1* 2 
ae 
CoLps or INFECTION 
gcieM 
_.Jnhalant +++.) — 1 2 
++ 
no test yh 2 4 
2 12 = 32 


P plus psychogenic factor. 

* tonsillectomy and adenoidectomy. 
¥ plus bacterial vaccine. 

¥ plus polypectomy. 


distinctly visible with the periodic Schiff 
stain. 


In order to obtain good preservation 
of the mast cell in nasal secretions. the 
contact method of making smears has 
been used. This consists of passing an 
appropriately sized straight swab for 
about two inches, usually along the floor 
of the nose, and withdrawing it under 


the inferior turbinate with a twisting 
motion. Extreme gentleness is necessary 
to avoid discomfort to the patient. The 
nasal secretion is put on two slides pre- 
viously labeled and placed immediately, 
before drying can occur, into a bottle 
containing equal parts of 95 per cent 
alcohol and ethyl ether. The mast cells 
may still be seen, however, if the slide is 
air-dried at room temperature. If secre- 
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no test 


TABLE V 
Mast CELLS 
gM, gciM, gm 
FOOD POSITIVE IMPR. SL. IMPR. NOT IMPR. UNKNOWN TOTAL 
Inhalant + + + t 
+ + F° 1° 


FOOD NOT TESTED 


Inhalant + +> 


no test 


c, cold; r, rauwolfia; s, submucous resection. 


I, F, 7, %, food one, two, three and four‘phlus, ~ * 
There were 17 additional cases with no allergic study. 
g, goblet cells; M, mast cells, many; C,i, cold, infection. | 


tions, that are blown from the nose are 
used, the cells are present but. often ap- 
pear more degenerated and shrunken in 
size. After fixation for ten to twenty 
minutes, ‘the smears are passed from the 
fixative to 80 per cent, 70 per cent and 
50 per cent alcohols serially with about 
three to five dips in each solution. After 
50 per cent alcohol, the smear is drained 
on blotting paper for a second or two but 
not long enough to dry. It is then im- 
mediately flooded with Wright’s stain 
for ten to twenty seconds, and an equiv- 
alent amount of matched buffer solution 
is added, also for ten to twenty sec- 


onds ; then it is rapidly washed off twice 
with either buffer solution or distilled 
water. The smear is placed upright on 
blotting paper to dry. It is observed un- 
der oil immersion. In these preparations 
the mast cells as well as eosinophils are 
clearly identified. A second slide is usu- 
ally stained according to Papanicolaou 
for an accurate observation of the epi- 
thelial cells and goblet cells. . 


The cytologic findings are reported on 
cytograms, and the color plates show ex- 
amples of the cells found in typical al- 
lergic response. An attempt is made to 
evaluate the relative number and status 
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ALLERGIC CASES WITH AND WITHOUT FOOD DIAGNOSIS 


Food Diagnosed 


BO 


Food Diagnosed 


Number of Cases 


E 
+ 
Em 
em 
+ 
EM 
eM 
+ 

M 


20 


Percentage 


2. 


of the epithelial cells, granulocytes, mon- 
ocytes, bacteria and mucus. 


For this study all the cytograms indi- 
cating a diagnosis of allergy which had 
been made during the past four years 
were paired with the patients’ clinical 
records. Records having similar cyto- 
grams were then grouped together under 
the headings: E, Em, EM, em, eM, and 
M, the letter e standing for eosinophil, 
and m for mast cell. A lower-case letter 
indicates “a few,” a capital letter signi- 
fies “many.” Each group was subdivided 
into those with infection and those with- 
out infection. These subgroups were 
then tabulated and are presented in 


Tables I to V. It is to be noted that de- 


grees of sensitivity, both to inhalants | 


and to food, and types of clinical re- 
sults are tabulated. These degrees of 
severity of clinical sensitivity are rough 
estimates made from severity and num- 
ber of symptoms and specific tests (skin 
for inhalants and, when available, indi- 
vidual ingestion tests of foods). 


All these data are presented also in 
graphic form in graph 1. Each of the 
above groups of patients was plotted 
along one horizontal line, the infected 
cases being placed to the right and the 
uninfected to the left end of the line. 
Each case is represented by one vertical 
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TaBLe VI 
ALLerRGIC Cases (ALL) WITH AND WitHouT Foop DIAGNOsIs 


INFECTION 


INFECTION 


WITHOUT WITH TOTAL % 


WITHOUT WITH TOTAL 


FOOD DIAGNOSED 


26 


E+ 
Em 


em+ 
EM 


eM+ 
M 


FOOD not DIAGNOSED 


E+ 
Em 
em-++- 
EM 


eM+ 


Half a square is counted as “half a case.” 


bar or vertical set of squares. The 
squares above the line represent food 
plus values; those below the line, im- 
halant plus values. The type of clinical 
response is indicated by the type of 
shading. 


Two of the many ways of analyzing 
this mass of data are given in tables VI 
and VII. These tables are graphically 
presented by bar graphs 2 and 3. 


All graphs, whether “cases” or “plus 
values” in either “numbers” or “per- 


centages,” show a partial correlation of 
eosinophils with inhalant allergy and of 
mast cells with food allergy. 


By counting only the improved cases 
in which the diagnosis is verified by the 
clinical result, we get still smaller num- 
bers but their distribution is more defi- 
nite: eosinophils with inhalants and mast 
cells with food. 


The strongest bias to food allergy is 
shown in the few cases of infection with 
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ALLERGIC "PLUS" FACTORS OF ALL CASES 


Food 


i 


40 #60 


Inhalant 


Plus Values 


E 

+ 
Em 
em 

+ 
EM 
eM 

a 
M 


60 


i 


20 40 60 


Percentage 


3. 


mast cells. This is in agreement with the 
tendency of infection to suppress eosino- 
phils and basophils; if they: persist, the 
allergy must be strong. ea 


SUMMARY 


correlation between food 
allergy and mast cells in nasal secretion 
has been found. It is apparently not a 
direct or exclusive correlation, since in- 
halant allergy is also present in most of 
the cases. A similar correlation of in- 
halant allergy with eosinophils has been 
shown. This is somewhat more exclu- 


sive, but food-positive cases do occur 
with only eosinophils. It is tempting to 
speculate that a patient may or may not 
be reacting to a food or inhalant at the 
moment the smear was taken. Thus, one 
would expect to find a patient with com- 
bined allergy reacting -to only one al- 
lergen at the time a smear is taken. Oc- 
casionally a patient who is known to 
have a food allergy has shown only 
eosinophils, and at. another time only 
mast cells. There are a few patients who 
have known allergy to food and inhal- 
ants whose cytograms taken at different 
times include most of the possible forms. 
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TABLE VII 


ALLerGIc “Pius” Factors 


INFECTION INFECTION 
WITHOUT WITH TOTAL % WITHOUT WITH TOTAL % 
Foop “PLUS” FACTORS 
E 7 84 15 19 E+ 9 13 22 13 
Em 
Em 2 5 7 8 
em 3 12 15 23 em+ 18 20 38 30 
EM 
EM 15 S 23 33 
eM 18 11 29 40 eM+ 35 21 56 41 
M 17 10 27 42 
INHALANT “PLUS” FACTORS 
E 50 15 65 81 a 105 39 144 87 
m 
Em | 55 24 79 92 | 
em 24 25 49 77 = 62 35 87 70 
EM 38 10 48 67 
eM 30 14 44 60 
eM+ 60 22 82 59 
M 30 8 38 58 } 


It is always valuable to re-examine with 
repeated nasal cytograms. 


Thus, in the light of all the research 
on mast cells, it is time that careful at- 
tention be given to them in nasal secre- 
tions in order to interpret their role, 
particularly in the allergic responses. 
They .are present in more of the se- 
cretions than we have heretofore real- 
ized, and we hope that as increased num- 
bers of us who are interested in nasal 
cytology study and chart them in rela- 


tion to clinical signs and symptoms, we 
may arrive at a better understanding of 
reasons for their occurrence. At ‘this 
stage of our knowledge it is considered, 
as the statistics indicate, that the finding 
of an increase in mast cells in nasal se- 
cretions may suggest food allergy, Even 
before the function of the mast cell is 
completely elucidated, they can serve as 
biological. indicators, along with , the 
eosinophils and goblet cells, of the al- 
lergic cytologic response. 
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NATURAL RESISTANCE TO INFECTION: 
THE PROPERDIN SYSTEM 


Irwin H. Lepow, Pu.D., M.D. 
CLEVELAND, OHIO 


THE properdin system was discovered 
by the late Dr. Louis Pillemer in 1954. 
The constituents and activities of this 
naturally occurring group of humoral 
factors were elaborated by Dr. Pillemer 
and his colleagues during the following 
years in a series of investigations which 
were still in progress at the time of his 
tragic death in August 1957. Dr. Pille- 
mer had unique insight into the prob- 
lems of resistance to infection and had 
made important contributions to our 
knowledge of the immunochemistry of 
complement and of toxins, toxoids and 
bacterial vaccines. His studies on the 
properdin system were a logical out- 
growth of his intense interest in these 
areas of medicine and represented a 
brilliant culmination to a brilliant re- 
search career. 


Resistance to infection is the resultant 
of the operation of a large number of 
factors which may affect the host-para- 
site relationship. These factors and their 
interrelationships are incompletely de- 
fined. Humoral mechanisms of resist- 
ance have occupied the attention of 
many investigators for a variety of rea- 
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sons, including historical development 
and the relative ease of working with 
blood and body fluids. However, it is 
emphasized that humoral factors may 
play a role only after an infectious agent 
has made a successful penetration of the 
host. The physical and chemical proper- 
ties of skin, mucous membranes and 
their secretions and the inflammatory re- 
sponse with all of its ramifications are 
among the major barriers to such suc- 
cessful penetration. The. quantitative 
importance of these barriers is undoubt- 
edly greater than that of humoral mecha- 
nisms in most infections, although hu- 
moral factors may play a decisive role 
in preventing the dissemination and al- 
tering the clinical course of the ‘infec- 
tion. 


The bactericidal activity of serum has 
been recognized for many years. Indeed, 
in 1792, John Hunter® noted that fresh 
blood did not “decompose as readily as 
other putrescible material.” The birth of 
bacteriology and immunology in the lat- 
ter half of the last century and the dis- 
covery of antibodies, complement, and 
their effects on microorganisms led to 
intensive investigations of mechanisms 
of acquired resistance and of specific 
immune bacteriolysis. It was recognized 
that naturally occurring mechanisms of 
humoral resistance were probably pres- 
ent, but their nature and _ significance 
were elusive and less susceptible to 
study. The properdin system, consisting 
of properdin, complement, and mag- 
nesium ions (Mg*+), would appear to 
be one such mechanism of natural re- 
sistance. 
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COMPLEMENT 


Complement is a group of four nat- 
urally occurring constituents of normal 
serum which are not increased by 1m- 
munization. The best known activities of 
complement are those in which it acts 
in conjunction with specifc¢ antibody to 
effect hemolysis or bacteriolysis. All 
four components of complement are re- 
quired for these events; the inactivation 
of a single component abolishes the 
hemolytic or bacteriolytic properties of 
specific antibody and the remaining com- 
ponents of complement. 


The components of complement, des- 
ignated Cl, C2, C3 and C4, were 
originally discovered by the relatively 
specific effects of certain physical and 
chemical agents. Thus, ammonia, hydra- 
zine and many other primary amines in- 
activate C’4 with little effect on C’l, C’2 
and C’3. Yeast cells or the insoluble cell 
wall residue of yeast (zymosan) inac- 
tivates C’3. Descriptions of methodology 
are given in detail elsewhere.?1820 


Although a considerable amount of 
descriptive information is available con- 
cerning the sequence of action of com- 
ponents of complement and the require- 
ments for calcium ions (Cat+) and 
Mg** in immune hemolysis,'®!8 the 
mechanism of action of complement re- 
mains unknown. Recent studies indicate 
that the first component of complement 
(Cl) exists in serum as a proenzyme 
which may be activated to an esterase by 
antigen-antibody How- 
ever, the role of this enzyme in immune 
hemolysis and bacteriolysis remains to 
be determined. 


PROPERDIN 


The discovery of properdin was an 
unexpected result of studies on the 
mechanism of inactivation of C’3 by zy- 
mosan. It had been assumed that C3 
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was adsorbed to zymosan and attempts 
were made to elute C3 in a purified 
state. These experiments were uniform- 
ly unsuccessful. However, it was found 
during these investigations that the in- 
activation of C3 by zymosan was a 
complex phenomenon, requiring the 
presence of factors resembling the oth- 
er components of complement’? and also 
Mg*+.*! It could also be shown that 
still another factor, previously unde- 
scribed and subsequently named proper- 
din, was required, in addition to comple- 
ment and Mg++, for the inactivation 
of C’3 by zymosan. 


When serum is incubated with zymo- 
san at 37° C, C3 activity disappears. If 
the same reaction is carried out at 15 to 
17° C, C3 activity is relatively little af- 
fected. However, the addition of fresh 
zymosan to serum previously treated 
with zymosan at 15 to 17° C does not 
result in inactivation of C3 during in- 
cubation at 37° C. It was then demon- 
strated that zymosan combined with a 
naturally occurring serum _ protein, 
properdin, at 15 to 17° C; that properdin 
could be eluted from the zymosan com- 
plex formed at 15 to 17° C; and that ad- 
dition of properdin to serum previously 
treated with zymosan at 15 to 17° C per- 
mitted fresh zymosan to inactivate C’3.!9 


Properdin has been purified 3000-fold 
by adsorption to and elution from zymo- 
san. Although such preparations are 
electrophoretically and ultracentrifugally 
heterogeneous and contain small amounts 
of a variety of serum activities, it would 
appear that properdin itself is a gamma- 
globulin with a molecular weight con- 
siderably higher than most other serum 
globulins. Properdin probably _ repre- 
sents less than 0.05 per cent of the total 
serum proteins.!? 


THE PROPERDIN SYSTEM 


The requirement for properdin for 
the inactivation of C3 by zymosan 
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forms the basis for the assay of proper- 
din employed in this laboratory.2° How- 
ever, properdin is of more general in- 
terest and importance in immunology. 
Thus, the properdin system, consisting 
of properdin, complement, and 
participates in the destruction of certain 
bacteria,'?°° the neutralization of certain 
animal and bacterial viruses,!:!%3! the 
lysis of erythrocytes from patients with 
paroxysmal nocturnal hemoglobinuria,’ 
the lysis of erythrocytes treated with 
tannic acid,® and the destruction of at 
least one species of protozoan (Toxo- 
plasma gondii The wide reactivity of 
the properdin system and its natural oc- 
currence in the serum of man and other 
mammals were among many reasons for 
considering this system to be distinct 
from previously described systems in- 
volving specific antibody. 


It is emphasized that all of the bio- 
logical activities summarized above de- 
pend upon the presence of the complete 
properdin system. Properdin itself is an 
inert protein which acquires biological 
activity only in the presence of comple- 
ment and Mg++. This is implicit in 
the derivation of the word properdin 
from the Latin pro and perdere, mean- 
ing to prepare to destroy. 


BACTERICIDAL AND VIRUS-NEUTRALIZING 
PROPERTIES OF THE PROPERDIN SYSTEM 


Although the properdin system has a 
wide range of reactivity, only certain 
bacteria and viruses are susceptible to its 
effects. Susceptible bacteria, for the most 
part, are Gram-negative and include such 
genera as Shigella, Salmonella, Escher- 
ichia, Aerobacter, Proteus, and Pseudo- 
monas.°° However, certain species and 
strains of these microorganisms are re- 
sistant to the properdin system. Thus, 
bacterial resistance or susceptibility is a 
property of the strain, not the species 
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or genus.°° Similarly, not all viruses are 
susceptible to the properdin system. For 
example, Newcastle disease virus, 
mumps virus, and influenza A and B 
viruses are neutralized by the properdin 
system, but polioviruses and 
viruses are not.!?°! 


adeno- 


Intensive investigations have been 
performed which have documented the 
requirement for the complete properdin 
system for the killing of susceptible bac- 
teria®® and the neutralization of suscept- 
ible viruses.*! Thus, mixtures which 
lack any one of the following substances 
are inactive: properdin, Cl, C2, C3, 
C’4, Mg++. Addition to the mixture 
of the missing substance restores the 
activity of the complete system. Kinetic 
studies have also been performed which 
have defined the effects of time, tem- 
perature, pH, and ionic strength on the 
bactericidal and virus-neutralizing prop- 
erties of the properdin system in vitro. 
However, the mechanism of action of 
the properdin system is unknown. 


INTERACTION OF THE PROPERDIN 
SYSTEM WITH POLYSACCHARIDES 


Zymosan, the insoluble cell wall residue 
of yeast, is only one of many complex 
polysaccharides which will interact with 
the properdin system. Such _ polysac- 
charides include bacterial cell walls, en- 
dotoxins and lipopoiysaccharides ; certain 
bacterial dextrans and levans : 
polysaccharides, polysaccharides, anu 
mucins from mammalian _ tissues. 
These substances have the ability to 
combine with properdin in vitro*> and to 
influence properdin titers im 
Injection of these polysaccharides into 
animals will produce an elevated or a 
depressed properdin titer depending on 
the type and dose of agent, the route by 
which it is given, and the time at which 
properdin titers are determined. 
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ROLE OF THE PROPERDIN SYSTEM IN 
EXPERIMENTAL AND HUMAN 
INFECTIONS 


In experimental infections, it has been 
found that a correlation exists between 
high properdin titers and resistance to 
certain infections; conversely, between 
low properdin titers and susceptibility to 
these This correlation 
was established by altering the properdin 
titers of experimental animals, prior to 
challenge with a test organism, by in- 
jection of polysaccharides which com- 
bine with properdin. It is emphasized 
that such correlations do not constitute 
proof that the alteration of resistance 
was due to the alteration of properdin 
titers. The polysaccharides which are 
active for this purpose are primarily 
endotoxins which have profound effects 
on the host quite apart from their ef- 
fects on properdin. 


It has also been possible to show that 
administration of purified properdin is 
associated with increased resistance to 
experimental infection of mice with 
Klebsiella pneumoniae.*’? This apparent- 
ly direct demonstration of a protective 
effect of properdin must be tempered by 
our knowledge of the heterogeneity of 
purified properdin and the nonspecific 
response of mice to many agents.!° 
These reservations are intensified by the 
observation that purified properdin 
which has been boiled to abolish its ac- 
tivity in vitro is still active in protect- 
ing mice against infection with K. pneu- 
moniae.*’ The same criticisms concern- 
ing causal relationships apply to experi- 
ments in which a correlation has been 
demonstrated between experimentally al- 
tered properdin titers in mice and sus- 
ceptibility or resistance to fatal bac- 
teremia following whole body X-radia- 


Information on the role of the proper- 
system in 


din human 


infections is 
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fragmentary. It is known that properdin 
titers in man are not affected by such 
factors as age, sex, leukocyte count, ab- 
normal albumin/globulin ratio, or the 
presence of various antibodies. Normal 
properdin titers have been observed in 
patients with agammaglobulinemia, un- 
explained recurrent infection, bronchiec- 
cirrhosis, acute leukemia, corti- 
sone therapy, anorexia nervosa, tubercu- 
losis, and rheumatoid arthritis.° Repre- 
sentative patients in nonterminal stages 
of various malignancies also had nor- 
mal properdin titers,? while terminal pa- 
tients were found to have low properdin 
titers.2? Decreased properdin levels have 
been observed in patients with pneumo- 
coccal pneumonia, Gram-negative infec- 
tions (pyelonephritis, H/. influenzae 
meningitis, meningococcemia, and bacil- 
lary dysentery) and paroxysmal noc- 
turnal hemoglobinuria. Elevated proper- 
din titers were observed in a young male 
volunteer after injection of 0.1 muicro- 
gram of purified typhoid lipopolysac- 
charide. In a few instances, it has been 
possible to correlate properdin titers 
with the clinical course of a given in- 
fection. Thus, the properdin titers of 
patients with pneumococcal pneumonia 
and meningococcal meningitis fell to 
very low levels soon after onset of their 
illnesses and gradually returned to nor- 
mal following appropriate therapy. 


tasis, 


QUANTITATIVE IMPORTANCE OF THE 
PROPERDIN SYSTEM IN NATURAL 
RESISTANCE 


The quantitative importance of the 
properdin system in natural resistance 1s 
unknown. However, it is clear that this 
is only one of several humoral mecha- 
nisms of natural resistance, including 
the more recent endotoxin-neutralizing 
system of Landy and co-workers!’ and 
the serum bactericidin directed against 
Gram-positive bacteria of Myrvik and 
co-workers.'” Regardless of its quanti- 


4 
| 
i 
4 
4 
<4 
i 
= 
‘ 
ay 
e 
Py 
| 
a 
4 
. 


632 IRWIN H. LEPOW TR. AM. 


tative importance, the discovery of the 
properdin system has provided an im- 
petus to renewed investigations in a 
fundamental and important area of 
medicine. 
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MECHANISM OF ACTION OF A TOXIC BACTERIAL ANTIGEN 


ABRAHAM I, Braupe, M.D. 


PITTSBURGH, PENNSYLVANIA 
BY INVITATION 


Tue clinical disturbances induced by 
Gram-negative bacteria take two forms, 
irrespective of species. First, there are 
the overwhelming effects of acute infec- 
tion. These are dominated by fever, 
shock, diarrhea, muscular pain, and leu- 
kocytosis, and they are found in patients 
with fulminating meningococcemia, coli- 
form septicemia, severe dysentery, peri- 
tonitis, and transfusion reactions from 
contaminated blood. In the second cate- 
gory are the milder but persistent mani- 
festations of such chronic infections as 
typhoid fever, brucellosis, pyelonephri- 
tis, and tularemia. Because many of 
these disturbances can be reproduced by 
injection of washed dead bacteria, they 
have been attributed to a toxic agent 
within the bacterial cell and designated 
endotoxin. This toxic agent has been 
identified as a lipopolysaccharide which 
can be easily separated from the bac- 
terial cell of Gram-negative bacteria but 
is absent in Gram-positive bacteria. Dur- 
ing the last twenty years, the toxic ac- 
tivity of Gram-negative bacteria has 
been widely studied, but in many cases 
only crude preparations have been used. 
A few investigators, however, such as 
Boivin and Mesrobeanu,* Morgan,!4 
Beeson,? and Spink and Anderson,!® 
have examined the effects of  puri- 
fied lipopolysaccharides success- 
fully reproduced with this material 


From the University of Pittsburgh School of Medi- 
cine, Department of Internal Medicine. 

This work was supported by the Research and De- 
velopment Division, Office of the Surgeon General, 
Department of the Army, under contract Number 
DA-49-007-MD-519. 

Presented at the Annual Meeting of the American 
Society of Ophthalmologic and Otolaryngologic Al- 
lergy, Oct. 17, 1958, Chicago. 


634 


many of the clinical effects seen in 
infections due to the bacteria from 
which they were isolated. Because these 
lipopolysaccharides are specific antigens, 
it remains to be determined whether any 
or all of their physiologic effects result 
from immunologic reaction in vivo. In 
order to learn how these toxic bacterial 
antigens produce their harmful effects, a 
series of studies were started in my lab- 
oratory five years ago. The present re- 
port summarizes our findings so far, 
but it does not present a comprehensive 
survey of the work performed by oth- 
ers, since the subject has recently been 
reviewed by Thomas!® and Bennett. 


The initial stages of our experiments 
were concerned with the preparation of 
a well-standardized purified toxic anti- 
gen or endotoxin which could be manu- 
factured in large quantities. Escherichia 
colt proved to be an excellent organism 
from which to obtain endotoxin ; it grew 
well in a basal synthetic medium and 
therefore permitted extraction of a puri- 
hed lipopolysaccharide free of those im- 
purities contained in more complex 


media and in agar.’ The importance of 


E. coli as a cause of human infections 
also recommended its use for this study. 


In addition to standardizing the prep- 
aration of £. coli endotoxin, a technique 
was developed for preparing radioactive 
endotoxin by labelling with radiochro- 
mium.° Experiments were then conduct- 
ed which correlated the physiologic ef- 
fects with the tissue localization of endo- 
toxin in susceptible and resistant (im- 
munized or tolerant) animals.®%!! It was 
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COMPARATIVE RESPONSE OF CIRCULATING LEUKOCYTES 
TO MECHANICAL REMOVAL OF THESE CELLS IN LARGE NUMBERS 
FROM NORMAL AND TOLERANT RABBITS 


INITIAL DROP IN WBC WAS INDUCED BY REMOVAL OF WHOLE BLOOD 
THROUGH CARDIAC PUNCTURE 
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FIG. 1—-Tolerance in 5 rabbits was induced by 6 intravenous injections of E. coli endotoxin (0.5 to 
2.0 micrograms per dose) on alternate days. Five days after the last injection of endotoxin, 30 to 
40 ml. of blood was removed by cardiac puncture from each tolerant rabbit and from the five 
nontolerant control rabbits. Blood counts were made on the peripheral blood before and after cardiac 


puncture. 


learned that after intravenous injections 
of lethal doses, labelled endotoxin was 
present in the plasma but not in the 
erythrocytes and then rapidly passed 
mainly to the buffy coat and to the liver. 
It accumulated in the buffy coat in high 
concentration just before leukopenia de- 
veloped. In addition to leukopenia, the 
period of rapid removal from plasma 
was accompanied by fever, and occasion- 
ally by hypotension, diarrhea, and con- 
traction of blood volume. The failure of 
localization of endotoxin in the brain 
indicated that the heat centers or vaso- 
motor centers are not stimulated directly 
by the endotoxin. Instead, it would sug- 
gest that these centers are stimulated by 


an intermediate mechanism which is set 
off by the action of endotoxin else- 
where. It was also found that resistance 
to lethal doses of toxin generally de- 
pended on rapid plasma clearance and 
heavy hepatic localization of endotoxin, 
so that the vulnerable 
spared.!! 


targets were 


After establishing these general facts 
on the nature and action of endotoxin, a 
detailed experimental analysis was made 
of certain specific actions of endotoxin, 
particularly those on the reticuloendo- 
thelial system, on the circulating leuko- 
cytes, and on the heat regulatory ap- 
paratus. Studies were also undertaken to 
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clarify the nature of acquired resistance 
to endotoxin by examining the metab- 
olism of endotoxin in the tissues of im- 
munized animals and by observing the 
role of tolerance in recovery from ex- 
perimental infections. The essential re- 
sults of these investigations may be sum- 
marized as follows: 


1. Reticuloendothelial Action 


Large doses of endotoxin produce two 
types of injury to the reticuloendothelial 
system: (a) An immediate injury after 
injection of massive doses. This is asso- 
ciated with slow removal of endotoxin 
from the blood and death from shock.® 
(b) A delayed injury from large sub- 
lethal doses which becomes apparent 
only when the dose is repeated in twenty- 
four hours. After that period of time, it 
is found that the ability of the liver to 
remove endotoxin is cut in half and that 
endotoxin accumulates instead in such 
organs as the kidneys, which become 
the site of bilateral renal cortical necro- 
sis. This delayed injury to the liver was 
discovered by studying the distribution 
of radioactive endotoxin in immature 
rabbits during the generalized Schwartz- 
man reaction.!> 


2. Action on the Circulating Leukocytes 


A series of studies on the mechanics 
of leukopoieses after administration of 
endotoxin have suggested that endotoxin 
produced a leukophoresis by localizing 
in the buffy coat and driving cells out 
of the circulation. This seems to result 
in a stimulation of the neutrophilic re- 
serves after only one exposure to endo- 
toxin so that circulating leukocytes are 
replenished thereafter at a rate four 
times faster than normal (fig. 1). Dur- 
ing the production of tolerance, the re- 
peated injection of endotoxin leads to an 
increasingly rapid restoration of neutro- 
phils from the marrow to the circulation 
(figs. 2 and 3). This behavior of the 
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leukocytes closely resembles that in 
dogs subjected to mechanical leukopho- 
resis, described by Craddock’s group.!? 


3. Action on the Heat Regulatory 
Apparatus 


The febrile response to endotoxin 
was studied with the purpose of relating 
the experimental fever to that of human 
infection. Because fever in man is never 
sustained in the absence of neurologic 
injury, despite the steady stimulus of 
persisting infection, it was postulated 
that the heat centers become nonrespon- 
sive after a spike of fever. Data to sup- 
port this concept were obtained by dem- 
onstrating that rabbits become refrac- 
tory to the febrile effect of endotoxin 
for a period of twenty-four hours after 
a single injection of endotoxin.!° This 
refractory state could be divided into 
two parts: (a) an early absolute re- 
fractory period during which no fever 
could be produced regardless of the size 
of the second dose of endotoxin; (b) a 
relative refractory period which ap- 
peared after the initial febrile paroxysm 
had subsided. During this period the at- 
tenuated response could be overcome 
only by giving a dose of endotoxin sev- 
eral times larger than the original dose. 


The point at which endotoxin acted in 
causing fever was believed to be outside 
the nervous system because labelled 
endotoxin did not appear in the brain. 
The heavy localization in the buffy coat 
suggested that endotoxin caused fever 
by liberating the endogenous pyrogen 
known to exist in neutrophils.!!* This 
appeared to be unlikely in rabbits, how- 
ever, because typical fever curves were 
produced in completely agranulocytic 
rabbits. In humans, on the other hand, 
the endogenous neutrophilic pyrogen 
seemed to be necessary for a febrile re- 
action. This was discovered by intra- 
venous injection of typhoid vaccine in 
normal persons and those with myelo- 
genous and lymphatic leukemia.’ Pa- 
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Average neutrophil, WoC, and normoblast counts in 8 normal rabbits | 
| after the intravenous injection of .05 mg. endotoxin. 
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tients with lymphatic leukemia usually 
failed to develop fever upon receiving 
50 million dead typhoid-paratyphoid 
bacilli. 


4. The Nature of Tolerance or 
Acquired Resistance to Endotoxin 
Tolerance results from repeated in- 

jections of small doses of endotoxin and 

is manifested by lessened susceptibility 


to the febrile, leukopenic, and lethal ef- 
fects of endotoxin.'*!! Tolerance to 
fever was felt to be simply a perpetua- 
tion of the refractory state which exists 
up to twenty-four hours after a single 
injection of endotoxin and was _ inde- 
pendent of the clearance rate of radio- 
active pyrogen from the blood!®'!; tol- 
erance to the lethal effect depended on 
an increased ability of the hepatic reticu- 
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loendothelial system to remove massive 
doses from the blood!!; and tolerance 
to the neutropenic effect depended on 
an accelerated rate of replenishment of 
neutrophils from the marrow (four 
times faster than that in nontolerant 


animals) (fig. 2). 


While these studies have provided an 
insight into the mechanisms involved in 
the various physiologic changes induced 
by endotoxin, a different approach was 
taken in examining the nature of the 
exact stimulus responsible for these 
changes. In view of the antigenic prop- 
erties of the lipopolysaccharide endo- 
toxin of E. coli, a series of experiments 
were performed to learn whether or not 
any of the reactions to endotoxin can 
be accounted for on the basis of reac- 
tion between antigen and antibody in 
vivo. These experiments were performed 
in normal persons and animals and the 
results were compared to those obtained 
in persons infected with EF. coli.® 


In selecting a dose for studying intra- 
dermal reactions, it was decided to in- 
ject 0.1 microgram of E. coli lipopoly- 
saccharide, because this approximated 
the amount of purified protein derivative 
(PPD) ordinarily used in tuberculin 
testing and would therefore allow a 
comparison of reactivity to the two anti- 
gens under conditions of similar dosage. 
It was also hoped that this dose, which 
was about 0.001 of the minimum lethal 
dose for mice, would be small enough to 
circumvent any primary toxicity of the 
lipopolysaccharide which might be in- 
dependent of antigenic activity. When 
this amount of lipopolysaccharide was 
injected into 101 adults, all gave dermal 
reactions and sometimes there was lym- 
phangitis, fever, and arthralgia. The re- 
action was characterized by erythema 
and painful edema, beginning in two 
hours, reaching a maximum in twelve 
hours and completely subsiding in forty- 
eight hours. The group of patients giv- 
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ing this reaction includes not only those 
infected by E. coli but also some with 
immunologic disorders such as sarcoido- 
sis, and one child with agammaglobu- 
linemia. This child also sustained high 
fever and a marked systemic reaction in 
contrast to most children who gave mild- 
er reactions than adults. In fact, the only 
negative reactions were obtained in 
young children under the age of 4. None 
of the 6 children under the age of 6 
months gave a definitely positive skin 
test, but after that age the vast majority 
were positive. Immunologic disturbances, 
steroid administration, or severe ca- 
chexia were not responsible for the neg- 
ative skin tests. 


No precipitating, neutralizing, or 
complement-fixing antibodies could be 
demonstrated for the E. coli lipopoly- 
saccharide in normal human sera or in 
those with FE. coli infections. Yet the 
antigen gave strong complement fixation 
and definite precipitation in the sera of 
immunized rabbits and rats. Because 
endotoxin from different strains of E. 
coh produced antibodies for the hetero- 
logous endotoxin used in the subjects of 
this study, it would seem unlikely that 
the negative serologic tests in humans 
could be explained by antigenic differ- 
ences among the infecting strains of 
E. coli. 


To reassure ourselves on this point, 
we infected rats with E. coli by estab- 
lishing pyelonephritis, and examined 
them for antibody to the lipopolysac- 
charide extracted from the infecting 
strain. Pyelonephritis was induced by a 
simple technique developed in our lab- 
oratory and consisting of intracardiac 
inoculation of bacteria followed imme- 
diately by bilateral renal massage 
through the intact abdominal wall.’ All 
rats developed extensive pyelonephritis 
identical to that in man and self-limited 
to eight weeks. Yet upon recovery from 
this infection, all rats were free of cir- 
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PLASMA CLEARANCE RATES OF ENDOTOXIN 
IN NORMAL RATS AND IN RATS RECOVERING 
FROM E. COLI PYELONEPHRITIS 
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FIG. 4—Six weeks after infection, each pyelonephritic rat and normal control received 
intravenously 5.0 mg. of E coli endotoxin labelled with radioactive sodium chromate 
(total counts injected per rat =— 39,000 counts per second) and were sacrificed at the 


time intervals shown in the figure. 


culating antibody, and three weeks later 
only low titers were detected in two 
animals by complement fixation. 


Although skin tests were not per- 
formed in rats with E. coli pyelonephri- 
tis it was possible to demonstrate in 
them an immunologically specific tissue 
reaction to endotoxin (fig. 4). This was 
manifested by the increased removal of 
radioactive endotoxin from the plasma 
due to greater accumulation in the liver. 
The liver of the pyelonephritic rats con- 


tained 39.8 per cent of endotoxin in one 
hour, and the normals only 15 per cent. 
The specificity of this phenomenon is 
brought out by the fact that in rats with 
pyelonephritis due to Proteus mirabilis 
the distribution curves were the same as 
the normals. 


The occurrence, then, in man and ani- 
mals of tissue hypersensitivity to endo- 
toxin without demonstrable circulating 
antibody suggested that this hypersensi- 
tivity is analogous to that of tuberculin. 
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This possibility, which was first sug- 
gested by Stetson,!’ was examined fur- 
ther by comparing the histologic reac- 
tions to tuberculin and endotoxin in vol- 
unteers. The reactions to tuberculin and 
endotoxin were indistinguishable; they 
were both characterized by the develop- 
ment of mononuclear foci about the skin 
appendages and their vessels, beginning 
at three hours and reaching full develop- 
ment at twenty hours. Further evidence 
of the similarity between the two re- 
actions was obtained by performing pas- 
sive transfer of FE. coli hypersensitivity 
with the leukocytes of a highly reactive 
donor in the manner described by Law- 
rence!’ for transferring tuberculin sen- 
sitivity. 


These results indicate that the effects 
of E. coli endotoxin are the result of a 
specific immunologic reactivity which is 
acquired by all children very soon after 
birth, that it is like tuberculin sensitivity 
with respect to gross and microscopic 
appearance of skin reactions, passive 
transfer through leukocytes and absence 
of detectable circulating antibody by or- 
dinary tests. Unlike tuberculin sensi- 
tivity, it is not associated with resistance 
to infection. 


it is unlikely, however, that the lipo- 
polysaccharide is devoid of primary tox- 
icity. Instead, it would appear from the 
studies of Abernathy! that endotoxin, 
like certain exotoxins, can elicit reac- 
tions in patients through both toxic and 
immune mechanisms. 
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SYMPATHETIC UVEITIS AS AN ALLERGIC PHENOMENON 


With a study of its association with phacoanaphylactic uveitis 
and a report on the pathologic findings in sympathizing eyes 


FREDERICK C. Biopi, M.D. 
IOWA CITY, IOWA 


HISTORICAL BACKGROUND 


Ex_scunic® was the first to attempt to 
integrate sympathetic uveitis into the 
framework of modern allergy. He 
thought that an anaphylactic reaction 
develops in which the uveal tissue, espe- 
cially its pigment, acts as an antigen; 
that a hyperergic state then develops in 
the uninjured part of the uvea of the 
first eye and later in the uveal tract of 
the second eye. An organ specificity of 
uveal pigment had therefore to be as- 
sumed. In later clinical and experimental 
work Elschnig’ elaborated on this hy- 
pothesis. Marchesani!> modified this 
theory to a certain extent by adding an 
allergic component caused by a micro- 
organism. He therefore superimposed a 
bacterial allergy onto the allergy for 
uveal tissue. 


Elschnig’s experiments were ampli- 
hed by Woods,’*+? who corroborated 
the idea that the uveal pigment is the 
allergenic factor and that it is organ- 
specific rather than species-specific. In 
further experiments he?’ proved the al- 
lergenic properties of uveal pigment in 
animals by producing an experimental 
hypersensitivity to uveal pigment. The 
application of an intradermal sensitivity 
test for uveal pigment’? was another 
building block in the allergic theory of 
sympathetic uveitis. The frequent find- 
From the Department of Ophthalmology, State Uni- 
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ing of pigment granules in the giant 
cells and epitheloid cells of a sympa- 
thetic granuloma offers additional evi- 
dence for the antigenic character of 
uveal melanin.!° We also have seen such 
marked pigment phagocytosis not only 
in the giant cells (fig. 1), but also in 
the epitheloid cells of Dalen-Fuchs 
nodules (fig. 2). 


The concept of autoallergy (hyper- 
sensitivity to normal body constituents ) 
has lately been accepted. Autosensitiza- 
tion certainly may occur and has experi- 
mentally proved to be a valuable tool. 


During the last years a number of 
animal experiments were done which 
were designed to elucidate the mecha- 
nism by which allergic factors influence 
sympathetic ophthalmia. Collins?’ in a 
series of most interesting experiments 
succeeded in producing a similar disease 
in guinea pigs by using uveal tissue anti- 
gen plus an adjuvant. Not all such ex- 
periments are necessarily successful.!° 


Following another avenue of ap- 
proach, Streiff and Miescher*? showed 
convincingly that certain virus infec- 
tions occur much more violently and 
extensively in animals sensitized to uveal 
tissue. This underlines the statement by 
Woods?® that hypersensitivity to uveal 
pigment undoubtedly occurs, clinically 
and _ histologically, during the early de- 
velopment of the disease. But it is not 
the cause of sympathetic uveitis, it mere- 
ly sets the stage for another, perhaps in- 
fectious, factor. 
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FREDERICK C. BLODI 


TR. AM, 
ACAD. OPHTH, 


CuHart 1, 


THE ASSOCIATION OF SYMPATHETIC UVEITIS AND PHACOANAPHYLACTIC ENDOPHTHALMITIS 


CASES OF SYMPATHETIC UVEITIS 


WILLS 


With phacoanaphylactic reaction 
With atypical reaction around lens 


Intact lens capsule or no reaction 
around lens 


No lens in eye or on available slides 


TOTAL 


In addition to uveal pigment, the role 
of a foreign protein sensitivity has been 
evaluated Especially 
when trauma is added to such a sensi- 
tization,'!” the resulting uveitis in ani- 
mals may have a striking resemblance 
to sympathetic uveitis. 


ASSOCIATION WITH 
PHACOANAPHYLACTIC 
ENDOPHTHALMITIS 


In this connection it is interesting to 


discuss another intraocular disease 
caused by autosensitization. This dis- 
ease, the phacoanaphylactic endophthal- 
mitis, was first described by Verhoeff 
and Lemoine** and experimentally pro- 
duced by Burky.' It has certain similari- 
ties with sympathetic uveitis. It may also 
be a bilateral disease*’ and is also char- 
acterized by a typical granulomatous re- 
action. 


We have been impressed with the 
relative frequency with which these con- 
ditions occur together in the same eye. 
If such a connection really exists and 
if such a coincidental occurrence is more 
frequent than could be expected by a 
random association additional weight of 
evidence could be offered to the allergic 
theory of sympathetic uveitis. 


These two types of uveitis have in- 
deed been observed before, occurring si- 
multaneously in the same 
is therefore intriguing to speculate on 
the possibility that these two conditions 
are related to each other, or perhaps 
precipitated by the same mechanism, or 
at least influenced by each other. 


SUMMARY OF ANALYZED CASES 


In order to get some perspective on 
the incidence of phacoanaphylactic end- 
ophthalmitis in sympathetic uveitis, all 
cases cross-indexed as sympathetic uvei- 
tis at the University of were 
amined and catalogued. A total of 62 
cases could be studied. These figures 
were supplemented by statistics from 
the Armed Forces Institute of Pathol- 
ogy (91 cases) and from the pathology 
laboratories of the Wills Eye Hospital 
(17 cases).* 


The result of the analysis can be seen 
on chart 1. 


Of the 170 cases analyzed, the over- 
all incidence of a phacoanaphylactic re- 
action is 39, or nearly 23 per cent. This 


*I am indebted to Dr. W. M. Patterson, Washington, 
D. C., for furnishing these figures. 
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OCT. SYMPATHETIC UVEITIS 


FIG. 3 
m the left. 


relative incidence is about the same for 
‘ach of the three series. This incidence 
is higher than we could expect by a 
mere chance association of two such 
relatively rare conditions. In addition, 
we have to realize that in a number of 
cases which had to be classified as a- 
typical or unspecific reaction around a 
broken lens capsule, the process may 
have burnt out and become inactive. It 
is possible that during the acute stage 
these eyes may have presented a granu- 
lomatous reaction which now has been 
replaced by an unspecific inflammatory 
infiltration or by scar tissue. It is also 
quite likely that in a number of cases in 
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Necrosis in sympathetic uveitis. The broken lens capsule is 


which no lens was seen on the available 
slides, additional sections may have re- 
vealed lens tissue and granulomatous re- 
action. The true incidence of a phacoana- 
phylactic reaction in sympathetic uveitis 
is, therefore, probably higher than indi- 
cated on the chart. 


The reaction around the broken lens 
capsule may vary in intensity. Usually 
we find around the damaged lens fibers 
the classical zonular arrangement of in- 
flammatory cells which is so typical for 
the phacoanaphylactic reaction. In a few 
instances true necrosis occurred (figs. 3 
and 4). Necrosis is quite rare in the 
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granuloma of sympathetic uveitis and 
there are only a few cases described in 
which this occurred.®'® It is interesting 
to note that in one of the reported cases'® 
and in our two examples the necrosis oc- 
curred around or near the ruptured lens 
capsule. All three cases followed an ex- 
tracapsular cataract extraction. It is rea- 
sonable to assume that the added insult 
of a phacoanaphylactic reaction to the 


FIG. 4—Necrosis in sympathetic uveitis. 


sympathetic uveitis produced the necro- 
sis aS necrosis in a granuloma usually 
parallels the severity of the lesion. 


THE PATHOLOGIC PICTURE IN THE 
SENSITIZING EYE 


It is a comparatively rare occurrence 
for the sympathizing eye to be enucleat- 
ed and be available for histologic exam- 
ination. According to a recent review,!? 
only eighteen such cases have been pre- 
viously reported, most of which ap- 
peared in the old German literature. 


ACAD. OPHTH, 


Two cases have appeared in the Ameri- 
can literature.'!!2 We have three such 
cases in our series, and as they offer 
interesting side aspects, we would like 
to present them here in brief. 


Case 1 


Six weeks after an attempted cataract ex- 
traction, the exciting eye had to be enucleated 


The lens fibers and capsule are on the left. 


in this 86-year-old woman. The sympathizing 
eye was enucleated six and a half months 
later. The histologic examination revealed the 
classical picture of a sympathetic uveitis un- 
complicated by any traumatic changes. 


Case 2 


The eye of this 92-year-old woman was 
eviscerated because of glaucoma and endoph- 
thalmitis. Uveitis and pain began in the other 
eye a few months later, and nine months after 
the operation the other eye had to be enu- 
cleated. 


The histologic examination revealed a severe 
sympathetic uveitis. 


- 
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FIG. 5—-A sympathetic granuloma in the exciting eye of the patient in case 3. 


This complication following evisceration has 
been noted before.!! It is a powerful argu- 
ment against the routine use of eviscerations 
instead of enucleations. 


Case 3 


This 67-year-old woman had an enucleation 
of the exciting eye five years after cataract 
extraction. The histologic examination re- 
vealed a typical sympathetic uveitis (fig. 5). 
Nearly one year later a complete iridectomy 
was done on the other eye, which also had 
a severe sympathetic uveitis. Six months later 
the second eye had to be enucleated. 


This second eye revealed, not only a typical, 
though mild, sympathetic uveitis, but also a 
break in the lens capsule (fig. 6). This break 
was in the upper segment somewhat posterior 
to the equator and was surrounded by a phaco- 


anaphylactic reaction. It is possible that the 
break was iatrogenic, though the location 
would be somewhat unusual. 


On the other hand it is possible that this 
break in the lens capsule was spontaneous. 
Interestingly enough, in about one third of 
the reported sympathizing eyes a spontaneous 
rupture of the lens had occurred.!2 


SUMMARY 


1. A review of the development and 
present status of the allergic theory 
of sympathetic uveitis is given. Al- 
lergy to uveal pigment by itself does 
not precipitate the disease. However, 
it sets the stage for a second, per- 
haps infectious, factor. 
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FIG. 6—Broken lens capsule and phacoanaphylactic 
reaction in the sympathizing eye of the patient in 
case 3. 


2. In 170 eyes with sympathetic oph- 


thalmia, 39 or nearly 23 per cent 
showed also a phacoanaphylactic re- 
action. This association is more fre- 
quent than could be expected by a 
chance coincidence. It is quite pos- 
sible that these two conditions in- 
fluence each other. It also lends ad- 
ditional evidence to the allergic the- 
ory of sympathetic uveitis. 


The additional effect of both re- 
actions may be so severe that necro- 
sis occurs. This was present in two 
of our cases. 


Three sympathizing eyes could be 
examined histologically. One fol- 
lowed an evisceration. In another 


one a probably spontaneous rupture ° 


of the lens capsule was seen giving 
rise to a phacoanaphylactic reaction. 


BLODI TR. AM. 
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PATHOLOGY OF CRICOARYTENOID ARTHRITIS 


W. Montcomery, M.D. 
BOSTON, MASSACHUSETTS 


In a previous publication® we dis- 
cussed the etiology, the signs, the symp- 
toms and the laryngeal picture of crico- 
arytenoid arthritis. Since the publication 
of this paper, which was based on four 
cases, we have observed thirteen addi- 
tional cases and now have the autopsy 
and microscopic findings of the la- 
rynges of two patients who had suffered 
with arthritis of the larynx. 


As we reported in our previous paper, 
the cricoarytenoid joint is arthrodial in 
type (presence of a joint cavity) with 
a capsule of fibrous and synovial strata 
attached to the edges of the joint sur- 
faces, and it is reinforced by the crico- 
arytenoid posterior ligament. 


Arthritis of the cricoarytenoid joint 
is most commonly associated with a gen- 
eralized arthritis.’ This is usually rheu- 
matoid in nature.! On the other hand, 
trauma, either external to the larynx or 
internal from intubation, laryngoscopy 
may cause arthritis in this joint.* Crico- 
arytenoid arthritis may result from di- 
rect extension to the joint from severe 
laryngitis or hypopharyngitis (most 
commonly streptococcal). Immobiliza- 
tion of the joint, such as with long-stand- 
ing recurrent nerve paralysis, probably 
results in ankylosis of this joint more 
frequently than we realize.” 


From the Department of Otolaryngology, 
chusetts Eye and Ear Infirmary, Boston. 


The author is indebted to Dr. David Toppenberg for 
the procurement of both specimens, Dr. Werner 
Mueller for processing the pathology slides, and Mr. 
David Feigenbaum for assistance with photomicrog- 
raphy. 


Massa- 


Presented at the Sixty-Third Annual Session of the 
American Academy of Ophthalmology and Otolaryn- 
gology, Oct. 12-17, 1958, Chicago. 
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The first symptom during the acute 
stage of the disease is a fullness and 
tension in the throat which is aggravat- 
ed by swallowing or speaking.* As the 
periarticular reaction increases, there 
results a definite adynophagia and dys- 
phagia.* The pain> may radiate to the 
ears. Hoarseness and dyspnea® are pro- 
portional to the degree of joint fixation 
and laryngeal edema. A positive sign of 
the disease is pain elicited by pressure 
against the anterior aspect of the thy- 
roid cartilage or by compression of the 
superior cornua of the thyroid cartilage. 
The laryngeal picture during the acute 
stage of the disease is striking. There is 
a bright red swelling over both aryte- 
noids which resembles early abscess for- 
mation.’ The aryepiglottic folds and 
ventricular bands may also be red and 
edematous, whereas the true vocal cords 
remain normal or slightly edematous. 
Bowing of the vocal cords is noted dur- 
ing inspiration. It is believed that the 
anterior portion of the thyroarytenoideus 
muscle accomplishes this effect when the 
arytenoids become fixed by disease. Any 
manipulation of the arytenoids with a 
laryngeal spatula is very painful. 


During the chronic phase of the dis- 
ease the symptoms depend entirely on 
the position of the arytenoid fixation to 
the cricoid. Bilateral fixation in the posi- 
tion of adduction is necessary to produce 
the stridor which brings the patient to 
his physician. This inspiratory laryngeal 
stridor increases with each upper respir- 
atory infection or exacerbation of the 
arthritic process. Hoarseness is not an 
outstanding symptom and, if present, is 
usually only slight. The larynx, when 
examined during the chronic stage, may 
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at first appear within normal limits. A 
scarring or roughening of the mucosa 
over the arytenoids may be noted. Im- 
mobility of the arytenoids during in- 
spiration or phonation is then quite ap- 
parent. Bowing of the vocal cords is 
present during inspiration, which dif- 
ferentiates the disease from recurrent 
laryngeal nerve paralysis. The arytenoid 
is proven to be immobile by attempted 
manipulation with a laryngeal spatula. 


Case 1. A 67-year-old mother of a 
large family gave a 30-year history of 
progressive crippling rheumatoid arthri- 
tis. She had had repeated episodes of 
acute respiratory distress during the three 
years prior to her admission and mod- 
erate dyspnea with any exertion be- 
tween these acute exacerbations. Ther- 
apy had consisted of local measures, 
many years of salicylates and two years 
of cortisone therapy, amounting to 20 
mg. of prednisone per day. 


She was brought to the Massachusetts 
F-ye and Ear Infirmary by ambulance on 
January 4, 1956, as an emergency pa- 
tient. A loud inspiratory crow, ashen 
gray skin moist with perspiration, and 
“moon-face” made her a striking picture. 
Immediate tracheotomy was performed. 
A laryngeal examination of the patient 
at this time showed redness and swelling 
over the arytenoids, injected aryepiglot- 
tic folds and ventricular bands, and nor- 
mal vocal cords. The vocal chink was 
about one millimeter, increased by bow- 
ing of the cords with inspiration. 


The acute exacerbation subsided in 
about ten days. The vocal chink, how- 
ever, increased to only two millimeters. 
The arytenoids were fixed. Since this 
narrow airway was further crippling 
the patient by adding dyspnea on any 
exertion to her already crippling gen- 
eralized arthritis, an arytenoidectomy 
was performed. This operation was ac- 
complished through a midline thy- 
rotomy. The left arytenoid was removed, 
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FIG. 1—The thyroid, cricoid, and arytenoid cartilages. 
This sketch demonstrates the plane ot serial sectioning 
through the cricoarytenoid joint. 


and the left cord was sutured laterally 
to the thyroid lamina with stainless steel 
wire. A purulent infection of the trache- 
otomy and larynx followed this proce- 
dure. The infection, however, subsided 
after usage of proper antibiotics and 
gradual decrease and discontinuance of 
Meticorten. The vocal chink widened to 
4 mm. and the patient did well with a full 
tracheotomy plug. 


As misfortune would have it, her ar- 
thritis became acutely exacerbated. Con- 
sultation advised immediate reinstitution 
of Meticorten (20 mg. daily). The infec- 
tion returned, which delayed decannula- 
tion for two months. 


Ten months following the patient’s ad- 
mission to the hospital, she died from 
acute cholecystitis, cholelithiasis, and 
pneumonia. The pathologic changes in 
her right cricoarytenoid joint was stud- 
ied by serial sectioning and is shown as 
compared with a normal joint from a 65- 
year-old patient (figs. 2 to 5). 
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FIG. 2—Normal cricoarytenoid joint, patient, age 65. (Left) Sagittal section (see figure 1). a. cartilaginous 
arytenoid; b. portion of arytenoid which has undergone calcification; c. calcified cricoid; d. cricoarytenoid 
joint; e. 
b. joint lining; c. 
marrow joint space. 


arytenoid; 


interarytenoideus and posterior cricoarytenoideus muscles. (Right) Higher magnification. a 
joint space; d. cricoid cartilage. Note the smooth articular surfaces, synovial lining and 


age 67. (Left) The joint lining is destroyed and the joint space markedly widened. 
eburnation of the articular surfaces. a. arytenoid; b. cricoid; c. cricoarytenoid joint; 


posterior cricoarytenoideus muscles. (Right) Higher magnification. The wide joint 
of the joint surfaces. 


FIG. 3—Case 2. Patient, 
Note the irregularity and 


d. interarytenoideus and 
space is filled with fibrous tissue and fat. Again note the irregularity and eburnation 


a. arytenoid; b. cricoid; c. cricoarytenoid joint. 
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FIG. 4—Normal joint. Patient, age 61. 


-_ 
(Left) Note the amount of calcification in both cartilages, the joimt 
lining and the narrow joint space. a. arytenoid; b. cricoid; c. interarytenoideus muscle. (Right) Higher magni- 
fication. a. arytenoid; b. cricoid. 


Patient, age 63. (Left) The joint space is widened. 


FIG. 5—Case 2 


There is destruction of the joint lining 
and irregularity of the arytenoid articular surface. a. arytenoid; b. cricoid; c. cricoarytenoid joint. (Right) 
Higher magnification. Note the joint space being occupied by firous tissue, blood vessels and fat. a 
b. cricoid; c. space. 


. arytenoid; 
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FIG. 6—Case 2. (Left) Section taken near the margin of the joint. This shows a moderate fibrous ankylosis. 
a. arytenoid; b. cricoid; c. joint space. (Right) Higher magnification. a. arytenoid; b. cricoid; c. cricoarytenoid 


joint. 


Case 2. The history of this second case 
is remarkably similar to that of the first. 
A 63-year-old woman gave a 25-year 
history of crippling rheumatoid arthritis 
and a 2-year history of repeated epi- 
sodes of respiratory stridor. Dyspnea on 
exertion was moderate between these 
spells. Therapy had consisted of salicyl- 
ates, cortisone and local measures. 


During each acute exacerbation the 
patient refused direct laryngoscopy and 
tracheotomy. Mirror examination of the 
larynx was unsuccessful because of se- 
vere temporomandibular arthritis. 


The patient finally expired during an 
acute exacerbation of cricoarytenoid 
arthritis. Her left cricoarytenoid joint 
was studied by serial sectioning and is 
compared with the normal joint from a 
61-year-old patient (fig. 6). 


SUMMARY AND CONCLUSIONS 


1. A brief review of etiology, signs 
and symptoms, and laryngeal picture of 
cricoarytenoid arthritis is given. 


2. Two cases are presented in which 
one patient died of other disease, and 
the second one as a direct result of cri- 
coarytenoid arthritis. 


3. The pathologic changes in these 
cases are shown and compared with nor- 
mal cricoarytenoid joints. 


4. Although our studies do not show 
complete fibrous ankylosis, severe ar- 
thritic changes are quite apparent. 
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DISCUSSION 


LeRoy A. ScHaALt, M.D., Boston: I sup- 
pose I am to open this discussion for historical 
purposes. For twenty years I was laryngolo- 
gist-consultant to the Robert Brigham Hospi- 
tal, a hospital for chronic disease, where 50 
per cent of the patients are arthritics, and 
the average hospital stay is a year or longer. 
Neither in the hospital nor in my private prac- 
tice did | ever recognize a case of cricoary- 
tenoid fixation from arthritis. I may have 
seen them, but I did not recognize the disease. 


I wonder whether such a disease existed. 
There is very little in the American literature 
about it. In the early forties I assigned one 
of our residents to work with the arthritic 
group of the Massachusetts General Hospi- 
tal; and he examined their arthritics, looking 
for this syndrome. The war interrupted his 
work; but while he was on this assignment, 
he did not find such a case. 


In the later part of 1953, a patient was 
admitted to our hospital. He had been bed- 
ridden and crippled by rheumatoid arthritis, 
and he was further incapacitated by extreme 
dyspnea upon the least exertion. His vocal 
cords were fixed in the middle line; and a 
tracheotomy was done. Because of the arthri- 
tis, the patient could not take care of his 


tracheotomy tube. His wife worked to support 
the family. 


We had to do something to correct the de- 
formity. Therefore, through a midline thy- 
rotomy, I performed an arytenoidectomy. And 
I can assure you that those arytenoids were 
fixed. WITH the strongest pressure that I 
could exert with my thumb, I could not budge 
either arytenoid. There was a complete fixa- 
tion of the arytenoid. The arytenoid was re- 
moved, the chords sutured laterally, and the 
tracheotomy tube eventually came out. The 
patient is still badly crippled with his arthritis, 
but he no longer has dyspnea and he does 
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not have to have someone look after his 
tracheotomy tube. 


Now, I am well aware that there has been 
a question—many questions—raised to 
whether or not this is a true arthritis. Is it 
an atrophy from disuse, is the question often 
asked. 


Dr. Montgomery and his co-workers now, in 
just a few years, have seen some seventeen 
cases that look like cricoarytenoid arthritis, 
and we are happy to bring this clinical entity 
to you, because there is so little about it in 
our literature. 


Mercer G. Lyncu, M.D., New Orleans: 
Dr. Montgomery has given us a very vivid 
picture of the pathology of progressive 
rheumatoid arthritis of the cricoarytenoid 
joint. This condition was first called to my 
attention by Dr. Marshall Taylor of Jackson- 
ville, Florida, in a paper presented by him in 
1936 at the Southern Medical Association 
meeting. At that time there was little given in 
the way of definite symptoms. Physical find- 
ings, were reported similar to those described 
by Dr. Montgomery, but no pathologic record 
was made, except the findings on soft picture 
roentgenograms of the neck, showing in- 
creased calcification of the arytenoid cartilage. 
These were neither entirely satisfactory ner 
confirmatory. Treatment was large doses of 
salicylates. 


I have been fortunate in not seeing an 
acute case of bilateral involvement, for all of 
these are laryngeal emergencies. I have seen 
two of the acute cases with involvement of 
only one arytenoid articulation. One was due 
to infection and the other followed trauma. 
In both, the edema, redness, and thickening 
of the ventricular bands subsided rapidly with 
antibiotic therapy, and then large doses of 
cortisone therapy brought about a return to 
practically normal function. However, in the 
cases of latent well developed arthritis, corti- 
sone has relieved the symptoms of pain and 
dysphagia and improved the voice, but in 
comparison caused only slight change in 
physical findings. 


For the surgical relief of these cases | am 
naturally partial to the Thornell operation and 
the approach by means of the suspension 
laryngoscope. There is much less manipula- 
tion, therefore much less trauma, and so far 
we have had no infections. 


Baker and Bywater of England have ad- 
vocated the use of delta cortisone. The lesser 
properties of 


salt-retaining the delta ana- 
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logues make them potentially more valuable 
than the plain cortisone. Later these patients 
may be maintained on prednisone. 


Dr. MontcoMery: In May of this year 
(1958) there appeared, in the English Journal 
of Medicine, an article by Dr. Austin Young. 
In this publication he discussed the patholo- 
gic findings in three cases of laryngeal stri- 
dor, which had been diagnosed as cricoary- 
tenoid arthritis and/or long-standing recur- 
rent nerve paralysis. 


There is one photomicrograph in the article. 
Dr. Young describes the pathologic change as 
“synovial.” To me this appears as a replace- 
ment of the synovial lining by fibrous tissue. 
I also see, in this photomicrograph, a very 
wide joint space with irregularity and eburna- 
tion of the joint margins. 
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The type of arthritis in these cases is rheu- 
matoid, The ankylosis is fibrous rather than 
osseous. 


Dr. Young was impressed with the finding: 
of “neural atrophy” in his sections, and con- 
cluded that the laryngeal stridor was due, 
not to ankylosis of the joint, but to a neural 
atrophy of the recurrent laryngeal nerve. In 
reviewing our serial sections of the diseased 
cricoarytenoid joints, I could find no neural 
atrophy. 


In answer to Dr. Lynch, I have had no ex- 
perience with the Thornell operation. We have 
always used the midline thyrotomy approach 
as taught by Dr. Schall, and we have found 
it to be a simple, short and a direct route to 
an arytenoidectomy. The postoperative com- 
plications have been nil and we have not had 
one failure in this group of cases. 
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Symposium: Ptosis Complications 


SURGICAL ANATOMY, PHYSIOLOGY, AND THE 
THREE MAIN OPERATIVE APPROACHES 


F. Bruce FrAtick, M.D. 
ANN ARBOR, MICHIGAN 


Prosis surgery is infrequently under- 
taken by the average ophthalmologist. 
When he is called upon to execute such 
an operation, he should have an under- 
standing of the anatomy, the physiology, 
and the possible operative approaches at 
his disposal. Such understanding pre- 
vents most of the complications and af- 
fords the means of giving his patient the 
best possible improvement for the condi- 
tion—the operations for which notori- 
ously often leave much to be desired. 


If we first look at a cross section of 
the eyelid (fig. 1), we recognize certain 
differences in the details of the lower 
tarsal portion as compared with its up- 
per part. In the lower part we encoun- 
ter from fore backward: skin, orbicu- 
laris muscle, pretarsal tissue (fused 
fibers of orbital septum and levator 
aponeurosis ), tarsus and conjunctiva. In 
the upper part, in which ptosis surgery 
is conducted, we encounter: skin, orbic- 
ularis muscle, orbital septum, a wedge 
of orbital fat, levator aponeurosis, Mul- 
ler’s muscle and conjunctiva. 


The skin of the eyelid is thin and 
delicate, and it is more closely adherent 
to the orbicularis muscle over the lower 
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part of the lid, where a transverse fold of 
skin marks the upper line of attachment 
of the terminal fibers of the levator 
aponeurosis to the skin. The establish- 
ment of the horizontal skin fold in ptosis 
surgery is imperative, since without it 
the cosmetic result is much impaired. 


There is little tendency for the skin 
below the lid fold to become redundant, 
but in senility and after recurrent edema 
of the lid, the skin above this fold is 
often pulled away from its attachment 
to the underlying orbicularis muscle and 
falls down over the lashes, requiring ex- 
cision, as in blepharochalasis. 


The orbicularis muscle is fused with 
the corrugator and frontalis muscles at 
the brow and works synergistically with 
them in extreme elevation of the lid, as 
on looking upward and in frowning. It 
extends over the entire lid surface, with 
loose attachments to the orbital septum 
and tarsus behind. Medially, it is at- 
tached to the nasal orbital margin and 
the anterior limb of the medial canthal 
ligament, and sends two bands, one from 
the upper and one from the lower lid, 
to encircle the medial canthus and liga- 
ment and attach behind the posterior lac- 
rimal crest as Horner’s or tensor tarsi 
muscle. Laterally, where the orbicularis 
overlies the temporal orbital margin, 
there is a fusion of muscle bundles from 
the upper and lower lid to form the lat- 
eral raphé—often confused with the lat- 
eral canthal ligament. 
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Septum 
orbitale 


Pulley of 
superior 
oblique m. 


Levator 
aponeurosis 


Muller’s 
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Whitnall’s levator check ligament 
with suspensory fibers 


Ficure 1. 


Behind the orbicularis muscle is the 
orbital septum, made up of a thin fibrous 
sheet which attaches all about the orbital 
margin to the periosteum. Anteriorly it 
is loosely attached to the orbicularis mus- 
cle. Posteriorly it is separated from the 
levator aponeurosis in the upper portion 
of the eyelid by a wedge of orbital fat. 
Just above the upper tarsal border the 
orbital septum and the central direct 
continuation of the levator aponeurosis 
fuse and extend down to attach to the 
anterior surface of the tarsus as the pre- 
tarsal fascia (fig. 1). 


If the levator aponeurosis is ap- 
proached immediately above the superior 
border of the tarsus, it is likely that the 
dissection of the levator will include the 
orbital septum. If approached a few mil- 
limeters higher, the presence of the 
wedge of orbital fat will immediately 


identify the cleavage plane between or- 
bital septum and levator aponeurosis. 
Should the orbital septum be resected 
inadvertently, along with the levator, a 
severe lagophthalmos will result on look- 
ing down. At operation the presence of 
the orbital septum attachment to the 
levator can be determined by palpating 
through the lid, where a band is felt be- 
tween the levator and orbital rim. When 
present the septum attachment should be 
severed from the levator and allowed to 
retract upward. 


The levator muscle arises from the 
lesser wing of the sphenoid above the 
annular ligament of Zinn. The nerve 
supply is from the oculomotor nerve. 
The muscle expands to form an isosceles 
triangle anteriorly and ends in a flat, thin 
levator aponeurosis at about the equator 
of the globe. 
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The levator aponeurosis fans out to 
form lateral and mesial horns which at- 
tach to the lateral and mesial orbital mar- 
gins (fig. 2). The lateral horn is dense 
and relatively unyielding; it indents the 
lacrnnal gland in passing. Its bony at- 
tachment is to the region of the lateral 
orbital tubercle and upper border of the 


Whitnall’s 
levator 
check 
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is not necessary to identify and sever 
this ligament in Blaskovicz’ resections of 
the levator, but it is severed when Whit- 
nall’s medial check ligament requires 
sectioning. 


Whitnall’s check ligament of the leva- 
tor muscle originates at the equator of 


Levator 
muscle 


ligament 


Levator 


Lacrimal 
gland 


aponeurosis 


Medial 


Tarsal 
plate 


Lateral 
canthail 
ligament 


lateral canthal ligament. In doing exten- 
sive resections of the levator by Blas- 
kovicz’ technique, it is necessary to iden- 
tify and to sever the lateral horn from 
the main central portion of the aponeuro- 
sis in order that the tendon can be freely 
pulled forward and adequately resected. 


The medial horn is attached to the 
upper border of the posterior limb of 
the medial canthal ligament and to the 
posterior lacrimal crest. It is a weak 
ligament in comparison to the lateral 
horn and thus offers less resistance to 
the elevating power of the levator mus- 
cle and allows for the greater height of 
the palpebral fissure in the nasal half. It 


Ficure 2. 


canthal 
ligament 


Lacrimal 
sac 


the globe and 1s formed by fusion of the 
sheaths of the superior rectus and leva- 
tor muscles (fig. 1). A thickening and 
fanning out of fibers from the upper 
surface of the aponeurosis attach to the 
periosteum of the superior orbital rim 
behind the attachment of the orbital 
septum. A weak lateral extension inserts 
into the substance of the lacrimal gland 
(fig. 3). There is no need to identify or 
sever this check ligament in the levator 
resections because it offers no resistance. 
The mesial extension of Whitnall’s check 
ligament is strong and resistant and of 
necessity must be identified by palpation 
through the lid when the levator aponeu- 
rosis is detached from the tarsus and 
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skin and pulled upon. This ligament 
goes to the region of the pulley of the 
superior oblique and supraorbital notch 
and passes immediately anterior to the 
reflected tendon of the superior oblique. 
In the more severe cases, in order to 
obtain adequate levator resection in 
Blaskovicz’ operation, it is necessary to 
sever the medial levator check ligament 
while at the same time being sure that 


Whitnall’s levator 
check ligament 


Sup. oblique m. 


Medial rectus m. 


Sup. levator m. 


Orbital fat 
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The central part of the levator apo- 
neurosis is separated from the orbital 
septum by a wedge of orbital fat down 
to their point of fusion just above their 
tarsal attachment (fig. 1). 


Muller’s muscle (fig. 1) is supplied 
by the sympathetics. It is a thin band 


arising beneath the levator aponeurosis 
and extending down between it and the 


Levator 
aponeurosis 


Lacrimal 
gland 


Sup. rectus m. 


Lateral rectus m. 


Ficure 3. 


the reflected tendon of the superior 
oblique is not severed. 


The central part of the levator apo- 
neurosis between the two horns is the 
portion with which we are concerned in 
levator resection. It sends fibers through 
the orbital septum and orbicularis mus- 
cle to attach in the skin to form the 
horizontal palpebral fold (fig. 1). Surgi- 
cal procedures must, therefore, maintain 
fixation between the skin and the levator 
aponeurosis along the proper line if the 
palpebral fold is to be developed. 


conjunctiva to attach to the upper bor- 
der of the tarsus. This muscle is never 
dissected from the levator aponeurosis 
but is resected along with it. When both 
Muller’s muscle and the levator muscle 
are paralyzed, resections of the levator 
give very poor results, since Miiller’s 
muscle is the chief support of the tarsus. 


The conjunctiva is easily separated 
from Miuller’s muscle by injecting fluid 
between them. If the conjunctiva is then 
buttonholed near each edge of the eye- 
lid and undermined with the scissors, 
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the scissors are easily seen during the 
undermining, since the conjunctiva is 
thin and transparent, thus indicating 
that they are between Muller’s muscle 
and conjunctiva as intended. There is 
far less bleeding than if the dissection 
of the conjunctiva started along the up- 
per tarsal border, since the conjunctival 
vessels run mainly in a vertical direction. 


The superior vault of the conjunctival 
fornix is supported by fibers attached to 
the sheaths of the superior rectus and 
levator. Prolapse of the conjunctival for- 
nix following levator resection is pre- 
vented if its dissection from Miller’s 
muscle is not carried posteriorly onto 
the surface of the globe. 


The conjunctiva is firmly adherent to 
the tarsal plate and is never dissected 
from it when tarsal resections are done. 
The tarsus supplies the main firm sup- 
port to the eyelid, thus maintaining its 
configuration. If more than five milli- 
meters of the upper tarsal margin is re- 
sected there is likely to be up-bowing of 
the center of the lid, or entropion, be- 
cause of loss of tarsal support. Par- 
tial resection of the tarsus with its at- 
tached conjunctiva is easily accomplished 
after separating the pretarsal fascia 
from its anterior surface. 


The function of the eyelids is to pro- 
tect the globe from injury, to keep out 
light during sleep, and to keep the globe 
moist by blinking. Discussion on how to 
maintain these functions following sur- 
gical correction of ptosis will be one of 
the aims of the panel. It is important 
to have an idea of the normal height of 
the lids and the physiologic width of 
the palpebral fissure in contemplating 
surgical correction of ptosis, since ab- 
normalities in either will alter the re- 
sults. With the eyes closed, the vertical 
height of the upper lid from edge to 
brow is about one half of the length of 
the brow. The palpebral opening in 
adults is about 25 millimeters long and 
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10 to 15 millimeters high at its widest 
part. The palpebral fissure in children is 
more oval than in the adult and thus less 
long and proportionally wider. Racial 
differences in the surface landmarks of 
the eyelids are easily recognizable. 


The upper lid normally covers. the 
upper limbus from 10 to 2 o'clock and 
the lower lid comes just above the lower 
limbus ; exposure of more or less of the 
globe than this usually signifies the 
presence of pathologic changes. 


Pathologic conditions—such as enoph- 
thalmos, myasthenia and Horner’s syn- 
drome—cause narrowing, while propto- 
sis causes widening of the fissure. A 
pseudoptosis due to a hypertropia must 
be differentiated from a true ptosis. 
Congenital anomalies, such as short lids 
and short palpebral fissures, epicanthus 
and jaw-winking (Marcus-Gunn) syn- 
drome, offer unusual obstacles to satis- 
factory results from surgical correction 
of ptosis. 


The associated physiologic movements 
of the lids and globe may be summarized 
as follows: 


1. The up-and-down movements dur- 
ing the waking hours are character- 
ized by synchronization between the 
levator and the ocular muscles. 

2. The involuntary act of winking 1s 
accomplished by the lids moving 
independently of the ocular muscles. 

3. During sleep the levator relaxes, 
while the superior rectus and orbicu- 
laris contract to close the lids in 
Bell’s phenomenon. 

4. The blink reflex is accomplished by 
a more sudden and complete execu- 
tion of Bell’s phenomenon. 


The three main operative approaches 
possible in the correction of ptosis are 


as follows: 


1. Utilization of the frontalis muscle to 
support and elevate the lids. Nu- 
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merous devices have been proposed 
whereby an attachment is effected 
between the frontalis muscle and the 
tarsus. 

Shortening of the levator muscle to 
increase its lifting power. This is the 
method most frequently utilized and 
gives the best cosmetic result, pro- 
vided there is sufficient levator func- 
tion remaining. 

Employment of the superior rectus 
muscle to lift the lid. This may or 
may not be combined with levator 
resection. 
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DISCUSSION 


CHARLES E. Ivirr, M.D., Moderator 
BALTIMORE, MARYLAND 


RAYNOLD N. Berke, M.D. 
HA€KENSACK, NEW JERSEY 


S. CRAwrorp, M.D. 
TORONTO, ONTARIO, CANADA 


Ropert A. SCHIMEK, M.D. 
NEW ORLEANS, LOUISIANA 


Dr. We would like to begin 
with our first question, and this is to 


Dr. Berke. 


What findings dictate the time and 
type of operation for congenital ptosis? 


Dr. BeERKE: As to the time of opera- 
tion, | believe that every child should 
have his ptosis corrected before he gets 
to school; but the operation should be 
delayed until he is old enough to cooper- 
ate for the preoperative and the post- 
operative examinations. In other words, 
the optimum time for the operation for 
congenital ptosis is when the child is be- 
tween three and one half and five years 
of age. 


1 do not believe that we should be 
rushed into early operation on the theory 
that amblyopia will be thus avoided. | 
say this because | know of no statistics 
to prove that early operation prevents 
amblyopia, and because, in my expe- 
rience, amblyopia associated with ptosis 
can usually be attributed to a muscle im- 
balance or to anisometropia. 
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As to the type of operation, | believe 
that every child with congenital ptosis 
should have a resection of the levator 
muscle when the levator action is ade- 
quate, because this operation gives the 
best cosmetic and functional results. 


But when the levator action is poor 
and the ptosis is bilateral, the operation 
of choice is to suspend the lids from the 
brows by means of strips of fascia lata, 
according to the technique described be- 
fore this society two years ago by Dr. 
Crawford. 


When the ptosis is monocular and the 
levator action is poor but the superior 
rectus function is good, I think better 
results are achieved by suspending the 
lid from the superior rectus muscle by 
the technique I described before this so- 
ciety in 1949. However, when the levator 
action is poor and the superior rectus is 
weak, then we have no choice except to 
suspend the lid from the frontalis mus- 
cle. 


Dr. Iuirr: The second question is for 
Dr. Schimek. Discuss the diagnosis of 
acquired ptosis in relation to the time 
and type of operation: First, senile 
ptosis. 
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TABLE I 
RESULTS IN 115 CASES OF Prosts TREATED BY A Mopiriep BLASKOVICS OPERATION 


BASED ON THE ILIFF TECHNIQUE 
RESULTS* 
POOR GOOD 
NO. OF MODERATE MODERATE 
— CASES| EXCELLENT SLIGHT SLIGHT TO SEVERE TO SEVERE 
OVER- UNDER- OVER- UNDER- 
CORRECTION | CORRECTION | CORRECTION | CORRECTION 
NO. % NO. % NO. % NO. % NO. % 
Congenital 97 64 66 2 2 9 9 0 0 22 23 
Acquired 
hereditary 
(nontraumatic )+ 10 2 20 4 40 l 10 3 30 0 0 
Acquired 
traumatic 8 4 50 0 0 l 12 2 25 l 12 


*A postoperative ptosis resuit within 1 mm. of the desired lid level (approximate) was classified as excellent. 
If the result was 2 to 2.5 mm. under or over the desired lid level, the result was classified as good (slightly 
undercorrected ors lightly overcorrected). If the result was 3 mm. or more under or over the desired lid 
level, the result was classified as poor (moderate to severe undercorrection or overcorrection). 

+Cases of acquired nontraumatic ptosis without any associated neurological defect and with good levator action. 
Most of this group were classified as “‘acquired hereditary ptosis,’’ but there was one case of ptosis myopathica 


and another with syphilis as a possible cause. 


Dr. ScHIMEK: Senile ptosis, also 
known as ptosis myopathica, can be 
treated surgically when severe enough 
from either a cosmetic or functional 
viewpoint. Most of these patients 
have some levator action. Therefore, 
one of the levator resection methods 
should be used. My preference is the 
lliff technique, but the extent of resec- 
tion should be small to avoid overcor- 
rection. 


Table I shows the results in 115 pa- 
tients operated on by the Iliff technique 
between 1954 and 1957 at various De- 
troit hospitals; most operations were 
performed by Dr. Paul Cusick or me. 
The conjunctival route was used in all 
cases, and the levator, Miller’s muscle 
and conjunctiva were grasped in a clamp 
as a single layer and resected en bloc. 


In the 97 patients with congenital pto- 
sis, the incidence of overcorrection was 


low. Slight overcorrection occurred in 
only 2 per cent of patients, and there 
were no severe overcorrections. By con- 
trast the incidence of overcorrection was 
high in the 10 patients with acquired 
hereditary ptosis, or senile ptosis; slight 
overcorrection occurred in 40 per cent, 
and moderate to severe overcorrection 
in 30 per cent. Of the patients with se- 
vere overcorrection, the one on whom [| 
operated claimed to have had ptosis all 
his life. When questioned again after 
the operation, he finally gave a history 
of senile acquired ptosis. Dr. Berke tells 
me that he has had a similar experience. 
This emphasizes the importance of the 
history. Differentiation between congen- 
ital and senile ptosis must be made pre- 
operatively because in the latter there is 
a definite tendency toward overcorrec- 
tion, whereas in the former it is extreme- 
ly difficult to overcorrect. Because of 
this tendency toward overcorrection in 
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senile ptosis, | usually resect no more 
than 6 mm. of levator, Miller’s muscle 
and conjunctiva, if the check ligaments 
and levator horns are not extensively 
dissected. 


Dr. ILirr: The second portion of this 
question refers to neurologic problems 
such as jaw-winking and the Marcus 
Gunn phenomenon. 


Dr. ScHIMEK: In acquired ptosis 
from neurologic causes, a sufficient pe- 
riod of time should elapse between onset 
and operation to determine whether the 
ptosis is permanent. In children with 
ptosis and jaw-winking, my preference 
is to postpone operation until the child is 
four or five years old, unless amblyopia 
or strabismus is severe. 


With jaw-winking, the choice of oper- 
ation is determined first by the severity 
of the jaw-winking, and then by the de- 
gree of levator and superior rectus ac- 
tion. If jaw-winking is moderate or se- 
vere, the levator tendon should be wide- 
ly excised and completely severed from 
all attachments to the lid. After the re- 
action has subsided, the ptosis can be 
corrected by a frontalis operation. An 
excellent alternative is to abolish jaw- 
winking and correct ptosis at a single 
operation by excision of the levator and 
use of the superior rectus, if~ superior 
rectus function is normal. 


Conversely, if the jaw-winking is min- 
imal, it is usually not necessary to excise 
the levator attachments. The ptosis can 
be initially corrected by a frontalis oper- 
ation, or perhaps a superior rectus op- 
eration. 


In my experience, levator resection 
has been satisfactory only in patients 
with barely perceptible jaw-winking 
and some levator action. Use of the 
levator is contraindicated not only if 
jaw-winking is appreciable, but also if 
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misdirection of the third nerve fibers 
causes elevation of the lid with horizon- 
tal or inferior ocular rotation. 


a. Horner's Syndrome: This is rarely 
severe enough to warrant operation. | 
have never operated on such a patient, 
but if I ever do, I would plan an ex- 
tremely small levator resection. 


b. Incomplete Third: If the third 
nerve is involved, operation for ptosis 
should be postponed until at least one 
year after onset. Of course, diagnostic 
methods and treatment should be direct- 
ed toward the basic cause. Only after 
this should one consider which cases 
may be surgically corrected. In these 
cases, | prefer a frontalis type of opera- 
tion, usually the Friedenwald-Guyton 
suture. However, I have successfully 
performed extensive levator resections 
by the Iliff technique in patients who 
had some levator action. Operation for 
ptosis is best avoided if diplopia or kera- 
titis might be a postoperative problem. 
The patient should be carefully tested 
for possible diplopia with both lids ele- 
vated. If Bell’s phenomenon or upward 
gaze is lost, operation should not be 
performed, or only minimal correction 
should be done to avoid development of 
a corneal ulcer. 


c. Myasthenia: In general, patients 
with myasthenia are not candidates for 
any surgical procedure. 


d. Pseudoptosis—Hypertropia: First 
the muscle balance should be corrected, 
after which attention can be directed to 
the ptosis if it persists. 


Dr. ItirF: Dr. Crawford, what is 
your idea on treatment of jaw-winking? 


Dr. CRAWFORD: I feel that we should 
excise a large piece of the levator. 
After the reaction has subsided, the lid 
should then be fastened up to the fron- 
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talis with fascia. There should be at least 
a two-week interval between the ex- 
cision of the levator muscle and the re- 
pair of ptosis with fascia. 


Dr. IxirF: You don’t do them at the 
same time? 


Dr. CraAwForD: | have had poor re- 
sults doing them at the same time. I 
found that I joined up my levator mus- 
cle again and the jaw-winking con- 
tinued. 


Dr. lure: Do you ever use a Frieden- 
wald-Guyton suture? 


Dr. CRAWFORD: I did when it was first 
introduced, but I have recently stopped 
it because I found that in practically 
every case, sooner or later, even a year 
later, it resulted in some infection. I find 
that I have better results with fascia. 


Dr. Inirr: You don’t get infection 
with fascia? 


Dr. CRAwForD: If you get infection 
with fascia you might get it early, but 
that can be controlled with antibiotics. 
Once the reaction has subsided I have 
never seen late infection with fascia. 


Dr. Itirr: Dr. Berke, how do you 
treat ptosis associated with jaw-wink- 


mg? 


Dr. BERKE: Because suspending the 
lid from the brow results in ptosis in 
upward gaze and lagophthalmos in look- 
ing down, I prefer to suspend the lid 
from the superior rectus when this 
muscle is normal; but if the superior 
rectus is weak, then it is better to do the 
operation recommended by Dr. Craw- 
ford for suspending the lid from the 
brow. In either case a large part of the 
levator muscle should be excised to 
remedy the jaw-winking. 
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Dr. ILirF: Bob, do you want to con- 
tinue with discussion of local disease? 


Dr. ScuiMeK: Treatment should be 
directed to the local disease and im- 
provement of the primary condition, 
whether it be edema, vernal catarrh, tu- 
mor, or some type of inflammation. For 
old inactive trachoma, tarsal resection 
has been done with good results. 


Plexiform neuroma: The neuroma 
can be excised, and at a later date the 
amount of damage to levator and exist- 
ing lid structures can be assayed and 
the type of operation planned according- 
ly. If the levator has been considerably 
damaged, a frontalis-type operation is 
indicated. If levator action persists, my 
preference is to try levator resection 
first. 


Ble pharochalasis: The redundant skin 
can be excised and the lid sutured. Ad- 
ditional surgical treatment for ptosis is 
usually not necessary. In exceptional 
cases, an extremely small levator resec- 
tion may be required. 


Dr. ILirr: Our third question is for 
Dr. Crawford. Will you discuss the 
elevation of the degree of ptosis and the 
significance of the horizontal lid fold, 
corneal sensitivity, and Bell’s phenom- 
enon. 


Dr. CrAwrorpD: The presence or ab- 
sence of horizontal lid fold depends on 
the fact that part of the insertion of the 
levator palpebrae superioris is by means 
of a few fibers which pass through the 
orbicularis and become attached to the 
skin at a point halfway between the lid 
edge and the lid base, to form the supe- 
rior palpebral sulcus. This. portion of 
the muscle attached to the skin results 
in the raising of the eyelid and prevent- 
ing the skin from drooping down when 
the lid is raised. The presence of a lid 
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fold indicates that this portion of the 
muscle does have some action. 


In certain conditions the lid fold may 
not be very clearly defined or it may be 
absent, such as in long-standing trau- 
matic ptosis. The loss of the lid fold may 
occur in cases of ptosis or pseudoptosis 
which are due to lack of normal support 
for the upper lid, as occurs with an 
empty socket, in microphthalmos, or 
with a shrunken eyeball. It is important 
to note the position of the upper lid fold 
of the normal eye before operation, so 
that the surgeon will know where to 
place this fold in the ptosed lid. 


As for corneal sensitivity, every pa- 
tient should be checked for corneal sen- 
sitivity before being operated on for 
correction of ptosis, because neuro- 
paralytic keratitis or even loss of the eye 
may result if there is no sensation in 
the cornea. 


The presence of Bell’s phenomenon 
may be checked by asking the patient to 
close his lids forcibly. This effort may 
cause the eyeballs to be directed upward 
and slightly outward. If forcing the lids 
to close causes the eyes to be turned in 
this direction, it will also be found that 
the eves are turned in the same direction 
during sleep. 


Dr. Inirr: How do you measure your 
ptosis cases? 


Dr. CRAWFoRD: Actually there are no 
good means of measuring ptosis. It 1s 
difficult to evaluate the amount of ptosis 
present. One way is to measure the ver- 
tical width of the palpebral fissure of 
each eve in three directions of gaze: 
with the eves looking up, looking straight 
ahead and looking downward. In taking 
these measurements one must remember 
that the lower lid moves upward on look- 
ing up and moves downward on looking 
down. 
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The second method, which may be 
used after first determining that there is 
no hypertropia, is to determine the posi- 
tion of the upper lid in relation to the 
iris or the pupil of each eye. That is, it 
may be found to be opposite the pupil- 
lary border in one eye and three or four 
millimeters above the pupillary border 
in the opposite eye. 


There are two other methods of meas- 
uring ptosis. First of all, using a peri- 
meter and with one eye covered, the pa- 
tient is asked to read a card as it is 
moved up the are of the perimeter. The 
point at which the lid covers the pupil 
and reading becomes impossible is re- 
corded in degrees as a measure of the 
ptosis present. The same test is made of 
the second eye. 


In the second method, a measurement 
is taken from the highest point of the 
orbital rim down to the lid margin. This 
can be done with the millimeter rule. 


The examiner’s thumb is placed above 
the patient’s brow to splint the frontalis 
muscle, and if the lid does not move up- 
ward when the eyes are looking up, a 
complete ptosis is present. 


Dr. Itirr: Ray, do you measure your 
cases like that? 


Dr. BERKE: A simpler but less ingen- 
ious method for measuring ptosis con- 
sists of holding a millimeter rule in 
front of the patient’s eyelids while the 
frontalis 1s immobilized by the exam- 
iner. The patient is then asked to look 
down and the point of crossing of the 
upper lid on the ruler is noted. Then 
while the frontalis is being immobilized, 
the patient is asked to look straight 
ahead, and then to look up. The amount 
of elevation from “eyes down” to “eyes 
up’ as measured on the ruler is a meas- 
ure of the levator action and, when com- 
pared with the result on the opposite 
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side, is a measure of the amount of 
ptosis present. 


Dr. Itirr: The fourth question is to 
Dr. Fralick: When is levator surgery in- 
dicated and what is its advantage over 
other procedures? 


Dr. Fratick: Levator surgery 1s in- 
dicated whenever there is sufficient leva- 
tor function to elevate the lid any ap- 
preciable degree. Its efficiency is direct- 
ly proportional to the amount of levator 
function existing. 


Its advantage over other ptosis pro- 
cedures lies mainly in our ability to in- 
crease the efficiency of the levator mus- 
cle through shortening its length of ac- 
tion without altering the normal direc- 
tion of levator action. There is no de- 
pendence upon the supportive action of 
the occipitofrontalis muscle; thus the 
cosmetic blemish produced by the need 
for elevating the brow is absent. There 
is no possible chance of producing a 
vertical diplopia, as might occur if the 
lifting power of the superior rectus were 
utilized. 


Dr. Inter: Dr. Berke, when should 
the conjunctival approach be used and 
when the skin route? Could you tell us 
the advantages of each? 


Dr. Berke: Resection of the levator 
through the conjunctiva is an excellent 
procedure when the levator action is 
good, but when the levator action is 
poor, a high percentage of undercorrec- 
tions result. When the operation is done 
by the skin route, a higher percentage of 
full correction occurs in the presence 
of poor levator action. But when the 
levator action is good, a greater number 
of overcorrections follow the external 
method. Therefore, we could say that 
resection of the levator through the skin 
would be the operation of choice when 


CHARLES E. ILIFF, ET AL. 


TR. AM. 
ACAD, OPHTH, 
levator action is poor, and resection of 
the levator through the conjunctival ap- 
proach would be the operation of choice 
when the levator action 1s good. 


Dr. ILirF: How do you explain that 
you get a better result through the skin 
route’ I don’t quite understand that. 


Dr. BERKE: When the operation is 
done through the skin, one can get fur- 
ther back in the orbit and excise more 
of the levator, because only the superior 
orbital margin limits the distance which 
one can reach into the orbit. However, 
when the operation is done through the 
conjunctiva, the upper lid restricts the 
exposure and the amount of levator tis- 
sue which can be excised. 


Also, when the operation is done 
through the skin, not only is the muscle 
resected but it is also advanced on the 
anterior surface of the tarsus. Thus, if 
the tarsus is eight millimeters wide, one 
can advance the levator eight millimeters 
in addition to resecting it. Furthermore, 
when the operation is done through the 
skin, two sets of sutures are used to 
anchor the transplanted levator to the 
tarsus—one set being close to the lashes 
and another set near the upper border of 
the tarsus. Therefore, when the skin 
route ts used, it is very unlikely that the 
transplanted levator will be pulled away 
from its new attachment to the lid: but 
when the conjunctival route is followed, 
where only one set of sutures attaches 
the levator to the upper edge of the 
tarsal plate, the sutures may pull out, or 
the newly formed adhesions may stretch. 
This explains why an immediate over- 
correction following resection of the 
levator through the conjunctiva usually 
corrects itself in time. 


Dr. Ivirr: J take it that you have dis- 
carded the conjunctival approach com- 
pletely? 
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Dr. Berke: If a surgeon is acquaint- 
ed with the conjunctival approach, it 
would be well for him to use it when 
the levator action is good; but when the 
levator action is poor, then he should 
use the skin route because of the better 
results achieved by this method in such 
cases. However, if one is not acquainted 
with either, he should learn to do the 
external route preferably because it will 
give a higher percentage of good re- 
sults in all cases and because the opera- 
tion is easier to do. 


Dr. Inirr: Dr. Schimek, what do you 
think about it? 


Dr. SCHIMEK: This seems impres- 
sive indeed, and Dr. Berke’s skin ap- 
proach has been received with enthu- 
siasm. However, my results have been 
excellent with a conjunctival approach 
by the Iliff technique, not only for ptosis 
with good levator function, but also for 
ptosis with fair to poor levator function. 


In my experience, better results have 
been achieved and the operative tech- 
nique is easier and quicker by the Ihff 
type of conjunctival approach and leva- 
tor resection than by the other previous 
modifications of the Blaskovics opera- 
tion. When bloc resection of levator, 
conjunctiva and Miuller’s muscle is per- 
formed, a more sturdy layer than leva- 
tor alone is being shortened. Sutures 
rarely tend to slip out of this more 
sturdy layer, one of the serious prob- 
lems of the older modifications of the 
Blaskovies technique. 


Stretch is placed on attachments from 
the superior rectus, as a result of the 
conjunctival shortening. This transmis- 
sion of superior rectus action enhances 
levator-like action in patients with poor 
levator action. The minimal dissection 
in the Iliff technique also permits some 
support from the surrounding fascial at- 
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tachments, much more so than with ex- 
tensive dissections of the levator (in 
which as much as 25 mm. of levator 
would be resected in patients with poor 
levator action). Because of these ad- 
vantages, a high percentage of good re- 
sults has been obtained, even in ptosis 
with somewhat poor levator action. 


My experience with one patient may 
serve to illustrate the experience of 
those surgeons who have been using the 
lliff technique. This patient had severe 
ptosis of one lid, and a moderate or 
lesser amount of ptosis of the other lid. 
At that time, I was just starting to use 
the Iliff technique. For purposes of com- 
parison, I performed the Iliff type of 
levator resection on the lid with the 
more severe ptosis, and the usual Blas- 
kovies operation on the other side. In 
each case the resection measured 15 mm. 
Thus, 15 mm. of levator, Miller’s mus- 
cle, and conjunctiva were resected by 
the Iliff technique on one side, and 15 
mm. of levator resected by the Blas- 
kovics technique on the other side. To 
my surprise, the lid corrected by the 
Iliff technique (with the more severe 
ptosis preoperatively) attained a slightly 
higher level than the other lid. Although 
this one case does not prove anything, it 
illustrates my contention that the Iliff 
technique is more effective per milli- 
meter of levator resection than other 
modifications of the Blaskovics opera- 
tion. 


Dr. Berke has compared the effective- 
ness of the external skin approach with 
that of the conjunctival approach. How- 
ever, his conjunctival approaches were 
not done by the Iliff technique, but if 
they had been, | wonder how much these 
comparisons would have changed ? 


Dr. Berke: I have never seen a pa- 
tient on whom the Iliff operation has 
been done. 
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Dr. SCHIMEK: Our results in Detroit 
must have been even better than I 
thought. 


Dr. Inirr: | am quite sure that Dr. 
Berke wouldn’t have seen the cases that 
had been done. They wouldn’t have to 
see him. | 


Dr. BERKE: 
down to 


Sometime | am going 
Jaltimore and see some done. 


Dr. Inirr: The next question is for 
Dr. Schimek : What is the main cause of 
undercorrection’? When it does occur, 
what can be done? 


Dr. ScHIMEK: In levator resection 
techniques for congenital ptosis, the 
main cause of undercorrection is the re- 
placement of normal levator muscle 
fibers by fibrosis, as shown by Berke and 
Wadsworth. The degree of levator ac- 
tion should be some indication of the 
amount of normal muscle present. 


In congenital ptosis, poor levator ac- 
tion requires maximum resection, and 
fair to good levator action requires rath- 
er extensive resection. The chance of 
overcorrection is minimal if ptosis 1s 
congenital. You should do a large re- 
section to guard against undercorrection. 


From our results with 97 Ihff opera- 
tions for congenital ptosis, there were 
no cases of severe oOvercorrection, but 
the incidence of moderate to severe un- 
dercorrection was 23 per cent. Ten of 
the patients with undercorrection had no 
levator action and undoubtedly were not 
good candidates for levator resection. If 
frontalis operations or the levator fron- 
talis sling operation are used on such 
patients, the percentage of undercorrec- 
tion should be much lower. 


With more extensive dissection of the 
levator and its attachments, larger leva- 
tor resection will usually be necessary 
for comparable results. Perhaps in part 
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because of its minimum of levator dis- 
section, the Lliff technique seems to give 
more effect for each millimeter of  re- 
section. Also, there is more stretch on 
attachments from the superior rectus. 


Another cause of undercorrection is 
the pulling out of sutures, but this is 
rare with the Iliff technique. Sutures are 
more secure in a solid layer of conjunc- 
tiva, Muller’s muscle and levator than 
in an atrophic levator alone. 


If undercorrection occurs in a patient 
with some levator action, another levator 
resection should be done. Because of its 
minimum of dissection, the ILliff tech- 
nique can be repeated with surprising 
ease and effectiveness on previous leva- 
tor resections that resulted in undercor- 
rection, provided some levator action is 
present. In eight patients who had had 
previous levator resection resulting in 
undercorrection and were then operated 
on by the Iliff technique, excellent re- 
sults were obtained in seven, and only 
one patient had slight undercorrection. 


With extremely poor or no apparent 
levator action, I prefer a frontalis oper- 
ation or the levator frontalis sling opera- 
tion. With frontalis operations, adequate 
raising of the lid is essential. If one of 
the frontalis operations fails, a Frieden- 
wald-Guyton suture can be added, but 
it must be placed in the fibrous layer of 
the chorion of the skin along the margin 
of the lid or in the tarsus. If placed in 
loose connective tissue between skin and 
tarsus, it will slip and result in under- 
correction. 


In monocular ptosis without levator 
action, some prefer superior rectus oper- 
ations. Undercorrection may occur from 
weakness of the superior rectus or slip- 
ping of its attachment to the tarsus. 
These drawbacks can usually be avoided 
by Dr. Berke’s method of advancement 
of the superior rectus and attachment to 
the tarsus. 
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Shortening of the palpebral fissure, 
as in blepharophimosis, must be correct- 
ed or undercorrection will result. 


In acquired ptosis, the cause of the 
undercorrection depends on the cause 
of the ptosis. In traumatic ptosis, under- 
correction may result from insufficient 
levator resection. For example, if the 
levator insertion has been cut, the leva- 
tor can retract into the orbit and much 
of what one thinks is levator may be 
nonmuscular sear tissue. The levator 
should be identified and properly resect- 
ed at a second operation, if necessary. 


In third nerve palsy with little leva- 
tor action, levator resection may result 
in undercorrection because of the poor 
levator action. lrontalis operations or a 
larger levator resection can be used. 


After removal of tumors of the lid, if 
levator resection is unsuccessful because 
of damage to the levator, frontalis opera- 
tions (such as Dr. Crawford’s fascial 
sling) can be performed. 


Dr. Inirr: Dr. Crawford, should bi- 
lateral ptosis be corrected at the same 
time?’ 


Dr. CRAWrForD: | see no reason for 
not doing the operation on both lids at 
the same time, especially if the surgeon 
is familiar with the operation and not 
too long a time is taken in repairing one 
lid. Some people object to doing the two 
lids at the same time because of the fear 
of infection but that should be controlled 
with the antibiotics that are now avail- 
able. If fascia lata is used, of course it 
is much easier to do the two at the same 
time if necessary, because you can re- 
move enough fascia from one leg to do 


both lids. 


Dr. ILirr: /f you get an overcorrec- 
tion, what do you do? 
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Dr. CRAwForD: Such a complication 
doesn’t occur very often. In fact, it 
rarely occurs in the cases that | have 
seen. When a levator resection has been 
done and it is decided at the time of the 
first dressing that there 1s an overcorrec- 
tion, it may be possible to loosen the 
sutures under general anesthesia. 


| have had an apparent overcorrection 
four or five days after the operation 
which was relieved by the removal of the 
silk sutures. It has been mentioned in 
the literature that the levator can be re- 
cessed when there is an overcorrection, 
but I have never had to do this. 


Dr. Inire: Dr. Fralick, do you ever 
get an overcorrection? 


Dr. Fratick: Yes, I certainly do, but 
principally in senile cases. | am much 
more afraid of getting an undercorrec- 
tion than an overcorrection, because of 
its greater frequency. 


Dr. InirF: Dr. Schimek, what do you 
do when you get an overcorrection? 


Dr. ScCHIMEK: QOvercorrections are 
rare in congenital ptosis, but they occur 
more frequently after levator resections 
for senile acquired ptosis. The treat- 
ment of overcorrection after levator re- 
section depends on the degree of over- 
correction and how soon it is apparent. 
There can be enough edema of the lid to 
mask overcorrection during the first 
week postoperatively. 


My preference is to use cut sections 
of rubber tubing and loop each suture 
(double-armed) through it and tie. If 
overcorrection occurs in the first two or 
three days after operation, the sections 
of rubber catheter are cut and removed 
from their surrounding sutures, care be- 
ing taken not to cut the sutures. The 5 
or 6 mm. of extra length of each suture 
thus obtained can be allowed to retract 
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into the lid by downward massage or 
downward tugging on the lid border. Re- 
moval of the sections of rubber catheter 
and downward massage, with the re- 
tained intact sutures, result in a sem- 
blance of a controlled levator recession. 


After more firm healing in patients 
with severe overcorrection, levator re- 
cession may be necessary. In my expe- 
rience the following technique has been 
satisfactory for levator recession. The 
lid is everted. Through a medial and a 
lateral buttonhole incision, the levator, 
Muller’s muscle and conjunctiva are 
grasped as one layer, and this layer is 
cut from its insertion to the tarsus. This 
layer can then be easily dissected from 
the lid. Next, the conjunctiva is dissect- 
ed from the levator. Sutures are passed 
through the edge of the levator and are 
then passed through the lid about 5 to 
7 mm. above the tarsal margin. In order 
to relieve overcorrection, it 1s 
necessary to recess the levator to this 
extent. Some residual ptosis persists for 
several weeks until complete disappear- 
ance of the operative reaction. I have ob- 
tained satisfactory results with this tech- 
nique of levator recession not only for 
overcorrection of ptosis but also for 
unilateral hyperthyroid lagophthalmos. 
However, Dr. Berke has a new, simpli- 
fied approach to the problem of over- 
correction. 


severe 


Dr. Iuirr: Ray, will you tell us how 
to do it? 


Dr. BerKE: | am sure we don’t have 
the final answer to the treatment of over- 
correction, but I would like to present a 
simple operation which we have used 
only eight times on an experimental 
basis. 


(Shde) The procedure consists of 
everting the lid on an Erhardt clamp and 
making an incision 20 to 25 millimeters 
long through the tarsus one millimeter 
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from its upper edge. The incision 1s 
deepened towards the skin surface until 
the wound opens up to two or three 
times the amount of the overcorrection 
present. In other words, if the ptosis is 
overcorrected three millimeters, — the 
wound should gape six millimeters at 
the end of the operation, after which the 
lid is turned back to its natural position 
and an intermarginal suture inserted 
and left in place for four or five days. 
The conjunctiva is not sutured. 


When we first did this operation we 
were too timid, so we got little or no 
effect. To date we have not caused a 
return of the ptosis by this procedure in 
any case, but I anticipate someone 1s 
going to produce ptosis sometime by its 
use; however, if that should happen it 
should be relatively easy to find the up- 
per edge of the tarsus and advance it to 
correct the ptosis. 


Dr. Inirr: Ladies and gentlemen, 
this is something really new, and I 
think that if the symposium brings noth- 
ing else, you have had your money’s 
worth this evening. 


The next question is: What are the 
main complications encountered in leva- 
tor resection through the skin and the 
conjunctival route’ Dr. Berke. 


Dr. Berke: (Slide) We have en 
countered a number of complications. 
This child had unilateral ptosis. Follow- 
ing resection of the levator through the 
skin route he lost his lashes. This com- 
plication is due to extending the dissec- 
tion under the skin too far Gown towards 
the lashes. 


(Slide) This man had monocular pto- 
sis. After operation he developed ne- 
crosis of the lid margin, which we at- 
tributed to the application of a new pto- 
sis Clamp to the lid over the site of the 
area of necrosis. Since then we have 
dispensed with this clamp. 
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(Slide) This boy had monocular pto- 
sis on the right side. Resection of the 
levator through the skin gave a good re- 
sult, but he developed overaction of his 
right inferior oblique after the opera- 
tion. 


Dr. ILirr: How in the world did that 
hap pen? 


Dr. Berke: | don’t know for sure, 
but since he didn’t have it before the 
operation, we must have caused it. | 
think that we accidentally cut the supe- 
rior oblique tendon while freeing the 
check ligament of the levator. 


(Shde) This boy had a similar expe- 
rience. He had bilateral ptosis for which 
a bilateral resection of the levator was 
done through the conjunctival approach. 
His ptosis was well corrected by the 
eperation, but you will note that he de- 
veloped overaction of his left inferior 
oblique muscle. Since he had a normal 
extraocular muscle balance before the 
operation, we must assume that we were 
responsible for the overacting inferior 
oblique. Again [I think the superior 
oblique tendon was accidentally severed 
here. 


What to do about it? We did the 
same as we would do for any other over- 
acting inferior oblique, i.e., we myec- 
tomized the overacting muscle. After 
this procedure, the hypotropia, the head 
tilt and the positive Bielschowsky sign 
were all reduced in amount and stereop- 
sis was maintained. 


(Slide) This young lady had a re- 
section of the levator through the con- 
junctiva, following which her upper lid 
elevated in looking downward. In this 
case one could feel a band of tissue ex- 
tending from the nasal one third of the 
lid to the pulley when pulling down on 
the lashes and palpating the pulley 
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through the skin. This complication was 
due to picking up the reflected tendon 
of the superior oblique in the nasal su- 
ture placed in the levator muscle. To 
correct this deformity an incision was 
made in the upper lid fold and the re- 
flected tendon of the superior oblique 
picked up and freed with the result you 
see here. 


(Slide) This lady had a resection of 
the levator through the conjunctiva for 
congenital ptosis with an immediate 
overcorrection eight days after the oper- 
ation, but as you see here the overcorrec- 
tion had corrected itself three years later. 
It has been our experience that over- 
correction following resection of the 
levator through the conjunctiva for con- 
genital ptosis usually corrects itself. But 
this is not true of acquired ptosis or of 
resection of the levator through the skin 
route. 


(Slide) This lady said that she had 
had ptosis all her life. We did a resee- 
tion of the levator, as we would do for 
any case of congenital ptosis, following 
which a marked overcorrection has per- 
sisted to date. Later, on closer question- 
ing, she admitted that the ptosis was 
acquired. Had we known that her ptosis 
was acquired rather than congenital in 
origin, we would have resected less leva- 
tor tissue to avoid overcorrection. 


(Slide) This eight-year-old girl was 
thought to have congenital ptosis when 
actually the ptosis had developed spon- 
taneously three years before. After a re- 
section of the levator through the skin, a 
marked overcorrection developed. One 
week later we did a recession of the leva- 
tor with the result you see here. Later 
we learned that the ptosis was acquired 
rather than congenital in origin. These 
two cases with overcorrection point up 
the importance of taking a careful his- 
tory and of resecting less levator tissue 
in acquired ptosis. 
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(Slide) This young man had congeni- 
tal ptosis of his left upper lid. A resec- 
tion of the levator through the skin was 
a failure. A second operation resulted 
in overcorrection, which was cured by 
tenotomy of the levator according to the 
technique just described. 


(Slide) This boy, age sixteen, devel- 
oped ptosis spontaneously when he was 
eight years old. After resection of the 
levator through the skin route two milli- 
meters of overcorrection developed. Two 
years later a tenotomy of the levator was 
done with an excellent final result. 


(Slide) This patient had a previous 
resection of the levator with undercor- 
rection. A second operation produced 
overcorrection with some redundancy of 
skin above the upper lid fold. This com- 
plication could have been avoided by 
excising some of the skin at the time of 
the operation. 


(Shde) This young man had a previ- 
ous resection of the levator through the 
skin by “Dr. Elsewhere.” When the pa- 
tient looked down he had marked lag- 
ophthalmos. Downward traction on the 
lashes while palpating the pulley re- 
vealed the presence of a subcutaneous 
band of tissue extending from the nasal 
third of the tarsus to the pulley. To 
correct this defect an incision was made 
through the skin and the band of tissue 
was excised. 


(Slide) This slide explains why the 
lagophthalmos developed in the previous 
case. Here one sees the right orbit from 
above, showing the check ligament of 
the levator extending from the pulley 
across the upper surface of the levator 
to the lacrimal gland. Normally the pto- 
sis clamp is placed on the levator above 
the tarsus at this point, after which the 
levator is cut free from the tarsus and 
pulled forward. This maneuver also 
pulls on the check ligament of the leva- 
tor, which must be severed in order to 
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free the levator muscle from the pulley. 
If the check ligament is not completely 
incised, the nasal suture will be placed 
in the check ligament so that the lid will 
actually be suspended from the pulley 
by the ligament. This explains why the 
last patient had lagophthalmos in look- 
ing down. 


Dr. ILIFF: Our next question is how 
much tarsus should be resected in levator 
surgery? 


Dr. CRAwForD: The width of the tar- 
sus should be noted preoperatively so 
that the surgeon can estimate how much 
tarsus should safely be removed at the 
time of the operation. It is best to leave 
at least three millimeters of tarsus in 
midline to support the normal arch of 
the margin of the upper lid. 


Dr. ILirF: What causes postoperative 


ectropion, loss of lashes or misdirection 
of lashes? 


Dr. CrRAwForD: Postoperative ectro- 
pion may result from postoperative 
edema of the lid. This is usually tempo- 
rary and subsides with the removal of 
the skin sutures. It may result from 
placing the lid sutures too close to the 
lid margins. 


Ectropion may result from resecting 
too much tarsus. 


As for loss of lashes, this may result 
from placing a rubber dam too close to 
the lid margin and thus damaging the 
lash follicles. 


Dr. ILirF: Ray, do you think it is 
necessary to free the check ligaments 
and the horns of the levator in all opera- 
tions on the levator? 


Dr. Berke: No, I certainly do not. In 
most cases of acquired ptosis or in pa- 
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tients who have congenital ptosis with 
good levator action it isn’t necessary ; 
but I think in the other cases it is be- 
cause such cases will develop lagoph- 
thalmos nasally in looking down unless 
the check ligament is freed. 


Dr. Inirr: Now, Dr. Schimek, why 
do you sometimes fail to get a lid fold 
in the external approach; in the Blas- 
kovics, or in a modified Blaskovics? 


Dr. ScuiMeEK: In the external ap- 
proach, the skin should be properly su- 
tured to obtain a good lid fold. With any 
of these techniques of levator resection, 
a good lid fold may not be formed if 
levator action is poor or is not trans- 
mitted to the skin of the upper lid about 
four millimeters above the lash line. If 
the levator is anchored to the tissues of 
the upper lids in the proper manner by 
carefully placed sutures passing anterior 
to the tarsus to emerge about three milli- 
meters above the lash line, the natural 
retraction of the levator will subsequent- 
ly produce a natural-appearing lid fold. 


In my experience, the only problem in 
obtaining a good lid fold has been ex- 
cessive scarring in patients previously 
operated on. In such cases it has been 
my practice to place special lid fold su- 
tures in the lid to assure a good lid fold. 


Dr. ILirr: Dr. Berke, does a prolapse 
of the superior conjunctival fornix fre- 
quently occur? What can one do to cor- 
rect such a complication? 


Dr. Berke: If the suspensory liga- 
ment in the upper fornix is severed dur- 
ing resection of the levator (whether it 
is done through the conjunctival or the 
skin route), the upper fornix may pro- 
lapse over the cornea postoperatively. 
This can always be avoided by tying a 
gut suture in the tendon of the superior 
rectus muscle and over the conjunctiva 
at the start of the operation and leaving 
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it there postoperatively. If this suture 
has been omitted and the fornix tends 
to prolapse under the upper lid at the 
end of operation, then it 1s wise to in- 
sert a gut suture through the upper for- 
nix and through the tendon of the supe- 
rior rectus to support the upper fornix. 
lf this complication is not discovered un- 
til the first dressing and the prolapse is 
small, it may recede of itself ; but if it is 
large, it will only increase in size with 
exposure to air and will have to be ex- 
cised. 


Dr. Inirr: Dr. Fralick, can you relate 
the amount of resection of the levator to 
the amount of ptosis? | think this is a 
question that has been asked more fre- 
quently than any other. /s levator resec- 
tion indicated when levator action ts 
poor or apparently absent? 


Dr. FrAtIcK: | have repeatedly at- 
tempted to ascribe some correlation be- 
tween the amount of levator resection 
done and the amount of ptosis present 
and am convinced that I cannot do so. 
My rule is to resect as much as I can 
conveniently obtain in the higher de- 
grees of ptosis and less in the minor 
ones. | am cognizant of the figures given 
in the literature, whereby it is stated 
that we in general can expect one milli- 
meter of vertical widening of the pal- 
pebral fissure with each millimeter of 
resection, but in my own cases there is a 
rapidly decreasing effectiveness for any 
unit of resection with increasing severity 
of the ptosis. 


| believe levator resection is not indi- 
cated when levator action is poor or 
apparently absent. Associated with this 
poor elevation is the faintness or ab- 
sence of the horizontal lid fold. The re- 
sults of maximal levator resection in 
these cases have left me and the parents 
of the patient dissatisfied with the re- 
sults, so that invariably another opera- 
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tion using a different method is needed. 
It is usually better, I believe, to utilize 
the levator resection when there is a fair 
horizontal lid fold and at least fair ele- 
vating ability. 


Dr. ILirr: Dr. Crawford, how long 
should a dressing be left in place, and 
Low long should sutures be left in place? 


Dr. Crawrorpb: In cases of levator 
resection in which both lids have been 
repaired, | routinely take the dressings 
off the next day and usually remove the 
sutures at the same time. | would sooner 
leave the Frost sutures in somewhat 
longer because I think they help to hold 
the lid up in place. When I do the leva- 
tor resection by the Iliff technique, | 
remove the sutures in the upper lid about 
the sixth or seventh day. 


Dr. InirF: Dr. Schimek, is lagoph- 
thalmos to be expected? What is done 
to avoid an exposure keratitis from lag- 


ophthalmos? 


Dr. SCHIMEK: Some lagophthalmos 
is usually to be expected after levator 
resection. Even before operation, most 
patients with congenital ptosis will have 
lagophthalmos in extreme downward 
gaze because of fibrosis of the levator 
muscle. This fact was most memorably 
illustrated to me on two separate occa- 
sions, when patients with unilateral con- 
genital ptosis were under the influence 
of a general anesthetic. In each case, the 
wrong eye was prepared by the assistant 
because the eyelid with the congenital 
ptosis was partly open and the normal 
lid was closed so that it appeared rela- 
tively ptosed. Fortunately, the error was 
discovered before the operation was be- 
gun. 


After levator resection, more severe 
lagophthalmos usually results, depend- 
ing on the amount of resection and the 
fibrosis, but this usually becomes less 


CHARLES E. ILIFF, ET AL. 


TR. AM. 
ACAD, OPHTH, 
severe with time. More permanent lag- 
ophthalmos may occur after frontalis 
and superior rectus operations, and mod- 
ified Frost sutures should be used. 


The more severe the lagophthalmos, 
the longer protective measures should be 
used. Methylcellulose drops or other 
protective medication should be used for 
some time after superior rectus opera- 
tions. 


Formerly, I used modified Frost su- 
tures after every ptosis operation, but 
someone suggested they were not always 
necessary after levator resection meth- 
ods if no severe lagophthalmos was ap- 
parent at the end of operation and nor- 
mal Bell’s phenomenon and normal up- 
ward gaze were present. In these in- 
stances I have had no difficulty from 
omission of modified Frost sutures. 


Dr. Itirr: Dr. Berke, how do you 
feel about this? 


Dr. BerKE: (Slide) This slide illus- 
trates a simple method of protecting the 
cornea from postoperative exposure 
keratitis. Strips of cellophane tape are 
anchored to the cheek below and then 
attached to the brow above so that the 
lower eyelid covers the cornea during 
sleep. By this simple method one can 
always prevent exposure keratitis. 


Dr. ILirr: Our next question can be 
asked of most of the panelists; perhaps 
you already know the answer. Dr. Berke, 
what type of levator surgery do you now 
prefer? 


Dr. BerKE: In general, | prefer re- 
section of the levator through the skin 
route for congenital and acquired ptosis 
when the levator action is adequate. 


Dr. ILirr: Dr. Crawford, what type 
of levator surgery do you now prefer? 
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Dr. Crawrorp: | have had my best 
results with resection of the levator, 
using the Iliff technique. I find that it 
is a shorter procedure, and | seem to get 
better correction with the same amount 
_of resection. 


Dr. Inire: Dr. Fralick, what do you 
use’ 


Dr. | prefer the Blaskovics 
technique through the conjunctiva. 


Dr. Inirr: Bob, what do you use? 


Uk. ScuiMEK: My preference 1s the 
lliff technique. It appears to give more 
effect per millimeter of resection, 1s 
quicker and easier, and results in less 
bleeding and less postoperative reaction 
than other approaches. Complications 
are rare because less dissection 1s re- 
quired. There is little possibility of los- 
ing Muller’s muscle, since conjunctiva 
is not dissected from the levator. There 
is little chance of a portion of the levator 
being cut and retracting into the orbit. 
There is little risk of cutting the supe- 
rior oblique tendon and other structures, 
since the dissection is not as extensive. 
Also, stretch on attachments from the 
superior rectus will produce some leva- 
tor-like action when the levator action 
itself is poor, without the disadvantage 
of operations utilizing only the superior 
rectus, 


Dr. Inirr: The next question is: 
When should the superior rectus muscle 
be used to support the lid? When is it 
contraindicated? 


Dr. Crawrorp: The superior recti 
may be used to support the lids especial- 
ly when these muscles are normal. If 
there is a bilateral symmetrical weak- 
ness of these muscles, they may be used 
if resected as outlined by Dr. Berke, at 
the same time. 
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The operation may be also used in 
the Marcus-Gunn phenomena. The oper- 
ation is contraindicated unilateral 
ptosis if it is associated with paresis of 
the superior rectus muscle. It is also 
contraindicated when there is any action 
in the levator muscles, in which case we 
should do a resection of levator. 


Dr. Inire: Dr. Berke, tell us about 
your ideas on using the superior rectus 
muscle to correct ptosis. 


Dk. Berke: In jaw-winking ptosis 
and in monocular congenital ptosis with 
poor levator action I prefer to use the 
operation which | described before this 
society in 1949, in which the superior 
rectus muscle is resected and used to 
support the lid. 


(Slide) This is a patient without jaw- 
winking ptosis in which this procedure 
came in very handy while we were doing 
a second resection of the levator. Before 
the first operation, bilateral ptosis with 
poor (three or four millimeters) levator 
action was present. A bilateral resection 
of the levator through the skin produced 
a fairly good result on the left side, but 
a poor result on the right. 


A second attempt to resect the levator 
on the right side revealed that the levator 
tissue was too thin to support the lid; 
therefore the lid was suspended from 
the superior rectus muscle. 


(Slide) This young man had right pto- 
sis with the jaw-winking phenomenon of 
Mircus-Gunn. When his jaw was tilted 
to his left or when his jaw was open, 
there was little or no ptosis present; but 
with his jaw rotated to the right or when 
his jaw was closed, there was an appre- 
ciable amount of ptosis present. This is 
the postoperative appearance after ex- 
cising a large part of the levator and 
suspending the lid from the superior 
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rectus muscle according to the technique 
just mentioned. 


(Slide) This shows how this young 
man looked in “eyes up,” “eyes straight,” 
“eyes down” before and after the oper- 
ation. He had some weakness of the su- 
perior rectus before operation and still 
has some now. The cosmetic result, 
however, is better than if the lid had 
been suspended from the frontalis 
muscle. 


Dr. IuirF: Dr. Schimek, what are the 
complications following the use of the 
superior rectus muscle? How are they 
avoided? How treated? 


Dr. ScuiMEK: 1. Keratitis. Frequent- 
ly some keratitis develops. Counter 
measures include caution to avoid over- 
correction, methylcellulose drops or oth- 
er local treatment, and temporary ,post- 
operative use of modified Frost sutures. 


2. Muscle imbalance. Hypotropia 
may occur. Advancement or effective re- 
section of the superior rectus, as in Dr. 
Berke’s modification, helps avoid this. 
With superior rectus palsy, levator re- 
section or frontalis techniques should 
usually be used. Strabismus should be 
corrected before the operation. 


3. Notching of the lid. This occurs 
particularly after the classical Motais 
and those modifications in which a por- 
tion or all of the superior rectus muscle 
is attached to the center of the tarsus. 
Dickey’s fascial sling and Berke’s modi- 
fication spread out the superior rectus 
attachments medially and laterally, and 


thus avoid this central notching of the 
lid. 


Dr. InirF: Dr. Fralick, will you dis- 
cuss the various types of frontalis pro- 
cedures and their advantages? 


Dr. Fratick: Many modifications 
have been devised for the operation sub- 
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stituting the action of the frontalis mus- 
cle for that of the levator. Dransart and 
Hess used sutures attached to the sur- 
face of the tarsus and then passed sub- 
cutaneously beneath the skin or orbicu- 
laris muscle to emerge on the skin above 
the brow, where they were tied over 
pegs. Periodic tightening of the sutures 
cut a tract between tarsus and frontalis, 
thus producing a band of scar tissue 
which temporarily, at least, elevates the 
lid. The only advantages of this opera- 
tion are the ease of execution and the 
freedom from lagophthalmos. Frieden- 
wald and Guyton devised a method 
whereby silk, cotton, or braided tan- 
talum sutures may be used to produce a 
circular sling between the tarsus and 
the occipitofrontalis muscle. This opera- 
tion is easily and quickly done, but often 
needs to be repeated should the suture 
break or become infected. Unfortunate- 
ly these complications are frequent. 


Skin flaps from over the tarsus have 
been used in many’ ways to effect this 
same type of union between tarsus and 
frontalis muscle. The skin flaps are de- 
epithelized, passed through tunnels be- 
neath the skin, and attached to the fron- 
talis muscle. Firmer scar tissue bands 
are produced with skin flaps than with 
sutures and the effect is more perma- 


nent. Orbicularis muscle flaps may be 


used in the same way, as described by 
Machek. 


Fergus, and later Roberts, utilized the 
same principle, except that they used a 
flap of the frontalis which was brought 
down through tunnels behind the orbicu- 
laris and attached to the tarsus. This 
method has the same advantage as do the 
skin and orbicularis flaps over the su- 
ture methods, but requires more exten- 
Sive surgery. 


Schimek has suggested that the par- 
alyzed levator muscle tendon be attached 
to the frontalis muscle. I hope our mod- 
erator will allow Dr. Schimek personally 
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to describe the advantages of this opera- 
tion. The use of strips of fascia lata to 
effect union between tarsus and occipito- 
frontalis muscle is more widely accepted 
today and has the advantage of a strong 
living tissue which does not rupture or 
stretch. The immediate effect is perma- 
nent. Dr. Crawford of this panel has 
perfected one modification. 


Dr. ItirF: Dr. Crawford, will you tell 
us of your procedure? When do you be- 
lieve that the frontalis operation is indi- 
cated as a primary step, and when as a 
secondary procedure? 


Dr. CrRAwrorp: I feel that the use of 
fascia is indicated especially when there 
is a complete paralysis. of the levator 
muscle. I used to use this operation even 
in cases in which there was a moderate 
action of the levator muscle. I agree now 
more and more with Dr. Berke. He told 
me three or four years ago that as I got 
better results with my levator resections, 
I would revert to that type of operation, 
and I think that is a true statement. 


However, this operation can be used 
in cases in which there is a complete 
paralysis of the levator muscle, and we 
get our best result in bilateral ptosis. 
We can use it in traumatic ptosis in 
which the cut ends of the levator cannot 
be found. I feel that it is a good opera- 
tion in cases of ptosis associated with 
anophthalmos. I feel that we get the best 
results in cases of Marcus-Gunn syn- 
drome. I would sooner use this operation 
than to suspend the lid from the superior 
rectus muscle. 


Fascia can be used in cases of plexi- 
form neuroma. In my experience, after 
a lot of the plexiform neuroma tissue 
has been removed from the upper lid, it 
is difficut to find enough of the levator 
to shorten it. This is a good operation 
for ptosis associated with blepharo- 
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phimosis. The operation may be used as 
a secondary procedure when other oper- 
ations have failed to give us a good 
result. 


I feel that many surgeons have been 
reluctant to use fascia because they 
were hesitant to call in a general sur- 
geon to take the fascia and didn’t feel 
that they wanted to do it themselves. 
Actually, taking the fascia is very sim- 
ple; with the aid of the stripper only a 
small incision in the thigh is necessary. 
The incision can be made very short, 
about three quarters of an inch, so that 
actually the scar isn’t a cosmetic blemish 
on the thigh (fig. 1). Then the scissors 


Method of Obtaining Fascia 


Skin incision 


B. 


Overlying tissues freed 
from fascia 
with 


tonsil scissors. 


Incisions in 
fascia, 8 mm. 


> apart. 


J Fascia cut and posterior 
surface dissected free 
with tonsil scissors. 


Fascia stripper~ 
removes piece 4 to 5” long. 


Ficure 1. 


are used to expose the fascia ,spreading 
them as they are passed up the leg. After 
the incision is made through the fascia, 
the scissors are again passed up under 
the fascia with a spreading action, so 
that the fascia is completely separated, 
and the fascia stripper with two little 
cutting blades on either side divides the 
fascia as it is pushed up the leg (fig. 1). 
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Ptosis Repair With Fascia Lata 


6 skin incisions 


Strip of fascia lata looped 
through lid with Wright fascia needle. 


Fascia tied, chromic suture is 
tied over knot. 


E. 


One of lat. 
and one of 
medial 


fascia, 
tied in central incision. 


Ficure 2. 


The stripper which I described in the 
TRANSACTIONS of the Academy, Septem- 
ber-October 1956, is easier to use than 
the Wilson or the Masson stripper. 


Three skin incisions are made in the 
upper lid, 2 mm. from the lid margin 
(fig. 2). The lid is first marked into 
thirds. The first incision is made parallel 
to the lid margin in the center of the lid, 
extending laterally and medially to with- 
in 1.5 mm. of the marks. The second in- 
cision is made medial to the medial mark 
on the lid, starting 1.5 mm. medial to 
this mark. The incision is made approx- 
imately 4 mm. long. The third incision 
is made lateral to the outer mark on the 
lid, starting 1.5 mm. lateral to this mark, 


and the incision is made approximately 
4 mm. long. 


The incisions in the forehead are 
made 7 mm. above the brow and parallel 
to it, the outer one being placed 6 mm. 
lateral and the inner one placed 6 mm. 
medial to the corresponding incisions 
near the lid margin. A third incision is 
made in the brow 6 mm. above and 
parallel to the other incisions, lying mid- 
way between them. The Wright fascia 
needle is passed down through the lat- 
eral incision in the brow, emerging from 
the lateral incision in the lid margin. A 
lid plate is placed under the upper lid 
margin in order to protect the globe. The 
fascia is threaded through the hole in 
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the needles and drawn upwards. The 
needle is now passed into the center in- 
cision in the lid margin and emerges 
through the lateral incision. 


The lower end of the fascia, after be- 
ing threaded through the eye of the 
needle, is drawn under the 3 mm. bridge 
of skin. The fascia needle is again passed 
through the lateral brow incision, but 
this time it is brought out through the 
center incision in the lid margin. The 
fascia is passed through the eye of the 
needle and drawn upwards. The second 
piece of fascia is placed in the medial 
side of the lid in a similar fashion. 


Before the upper ends of the fascia 
are tied, a piece of 3-0 chromic suture 
is laid beneath them. The first loop in 
the fascia is tied, then the chromic suture 
is tied about this to prevent the fascia 
from slipping. The second loop in the 
fascia is tied and the chromic suture is 
again tied around this. The lid is pulled 
up 2 mm. more than desired for the final 
result. The other piece of fascia is pulled 
up and tied in a similar manner. One 
end of the fascia above the knot on the 
lateral side is pulled up under the skin 
with the fascia needle and out through 
the upper center incision. An end of the 


fascia above the medial knot is also 
pulled under the skin and out the same 
incision. These ends are tied, with 


chromic catgut securing the knot. This 
prevents the fascia from slipping down. 
The skin incisions are closed with an end 
of the chromic suture or plain catgut so 
that these sutures do not have to be re- 
moved at a later date, which is some- 
times difficult in children. 


The fascia is not fastened to the tar- 
sus, but only in the subcutaneous tissue. 
This allows the tarsus to follow the con- 
tour of the globe on elevation, and so 
does not pull it away from the eye. 

Fascia is much superior to preserved 
fascia or silk. 


Dr. Inirr: Dr. Schimek, what is the 
rationale of the levator-frontalis sling 
operation? What, do you feel, are its 
advantages and possible complications? 


Dr. ScHIMEK: In patients with poor, 
or no, levator function preoperatively, it 
should be advantageous to combine an 
actual increase in the levator function 
with a frontalis type of operation. The 
levator muscle can be advanced to the 
tarsus to gain the same effect as that 
obtained by levator resection and to gain 
as much synchronous following move- 
ment of the lid with the eye as 1s pos- 
sible. 


The levator tendon is then passed 
through tarsal buttonholes up to the 
frontalis. The supplemental use of the 
frontalis can compensate for any under- 
correction, which is common after leva- 
tor resection for ptosis with no levator 
action. Also, the frontatis-tarsus connec- 
tion by levator tendon, rather than a 
buried suture, avoids the risk of infec- 
tion around foreign material at a later 
date. 


The conjunctiva is resected from that 
portion of the levator to be buried in 
the lid. This shortens the conjunctiva 
and puts stretch on attachments from 
the superior rectus, as in the Iliff tech- 
nique. The transmission of superior rec- 
tus action gives the appearance of some 
levator-like action. 


The possible complications of the 
operation include failure to remove con- 
junctiva from the levator tendon to be 
buried between the tarsus and the fron- 
talis, which may result in conjunctival 
cyst formation in the lid. The technique 
of the operation is somewhat exacting 
and the tongues of levator must be 
passed superficially through the skin of 
the lid between the tarsus and_ the 


brow line in order to obtain a good lid 
fold and proper position of the lashes. 
Otherwise entropion may result. Also, 
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the levator tongues must be advanced 
sufficiently to lift the border of the lid 
to the upper limbus in the primary posi- 
tion, particularly in patients with no 
levator action. Otherwise undercorrec- 
tion will occur. 


In my experience, the patient has ob- 
tained satisfactory correction in pri- 
mary gaze by means of this operation 
when severe undercorrection would 
have been expected by levator resection 
methods. In addition, there has been 
gained some levator-like action whicli 
would have been lacking after the usual 
frontalis operation. 


Dr. IuirF: Ray, would you tell us 
what you do to locate the lacerated leva- 
tor after trauma; and also what proce- 
dure you prefer for ptosis following 
enucleation? 


Dr. Berke: To date, our experience 
is limited to thirteen cases of ptosis due 
to laceration of the lid, seven of which 


were caused by injudicious surgery on 
the lid or lacrimal gland. 


(Slide) In this case, a conjunctival 
tumor was removed from the upper 
edge of the tarsus, following which the 
patient developed complete ptosis. To 
correct this, a resection of the levator 
through the conjunctiva was done with 
little or no effect. At first we were some- 
what at a loss to explain this failure; 
however, the biopsy material tipped us 
off to the cause. Since no striated mus- 
cle was found in the biopsy specimen it 
became obvious that we had not found 
the levator. Later a resection of the 
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levator through the skin was done with 
what I consider a good result. We had 
no real trouble in locating the levator 
through the skin route because we could 
explore the orbit much deeper than we 
could through the conjunctival approach. 
For this reason we prefer the skin ap- 
proach for the correction of ptosis due 
to a lacerated levator. If the levator is 
not readily found, one can locate it be- 
tween the orbital fat above and the su- 
perior rectus muscle below. If in doubt, 
it is advisable to identify the superior 
rectus before resecting the levator 
muscle. 


(Slide) This girl developed ptosis 
from a laceration of the lid from a put- 
ter while playing on a miniature putting 
green with a younger sister. We leaned 
over backward to avoid overcorrection 
in this girl, for two millimeters of over- 
correction had followed a recent resec- 
tion of the levator in a boy whose up- 
per lid had been torn off in a sledding 
accident. As a result the ptosis was un- 
dercorrected. Later we did a second re- 
section and advancement of the levator 


with a good result. 


(Slide) This lady developed ptosis af- 
ter enucleation of the left eye for which 
Dr. Ira Jones did a resection of the leva- 
tor through the conjunctiva with a good 
result. 


Dr. IL1rF: The members of the panel 
and I have enjoyed getting together and 
working on some of these questions. I, 
for one, have learned a great deal; I 
hope it has been as interesting to all 
of you. 
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THE UVEITIS STUDY 


The Academy-sponsored Uveitis 
Study, now in its second year, shows 
healthy growth in spite of a slow start. 
There is at present an adequate supply 
of antigen diagnostic kits and the pa- 
tient report forms which have been re- 
vised and shortened. The book of direc- 
tions has been revised and some of the 
diagnostic procedures have been clari- 
hed. The original concept of the diag- 
nostic tests, as used at the Wilmer Insti- 
tute, still prevails and the objectives of 
the study as originally approved by the 
National Advisory Neurological Dis- 
eases and Blindness Council have not 
been altered. 


The requirements for participation in 
the study and the acquisition of the di- 
agnostic material have not been fully 
understood by some persons and as a re- 
sult there have been requests for the 
Academy to authorize the CDC Labora- 
tory to do tests for toxoplasmosis on 
single blood specimens for a patient who 
has uveitis. 

The CDC Laboratory is a_ Public 
Health institution supported by Federal 


funds. However, this laboratory could 
not undertake to do serological tests for 
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toxoplasmosis except in cases of suspect- 
ed disease in a certain age group. Such 
tests may be made through arrangements 
with the Public Health office in each 
State. 


l‘or the Uveitis Study, the CDC Lab- 
oratory has consented to add technical 
assistants to carry out tests for toxo- 
plasmosis, brucellosis and leptospirosis 
on the sera of uveitis patients and con- 
trols included in the investigation. The 
Academy appropriated the necessary fi- 
nancial support for these technicians. 
The cost of the diagnostic kits and re- 


port forms is met by a grant from the 
NINDB Council. 


The statistical value of these reports 
has been questioned. However, complete 
examinations and diagnostic skin and 
serological tests when done on twenty- 
five or more uveitis patients and suitable 
controls by a competent ophthalmologist 
according to the directions supplied with 
the kit, will yield worthwhile informa- 
tion on the value of the test. A single 
blood test for toxoplasmosis on a pa- 
tient not otherwise reported on would 
be of no help in this project. Conse- 
quently, such requests have been denied. 
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The most valuable information obvi- 
ously will result from the larger series 
of tests done by the same technical team. 
However, there will be isolated cases 
that can be adequately tested and _ re- 
ported from individuals having fewer 
than twenty-five cases a year. Ophthal- 
mologists removed from large medical 
centers should pool their uveitis cases, 
have all the tests made by one techni- 
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cian or consultant in allergic skin test- 
ing, and make the required reports. lor 
those ophthalmologists who express a 
willingness to collaborate in the Uveitis 
Study, diagnostic kits of antigens and 
report forms are available on application 
to W. L. Benedict, M.D., [Executive 
Secretary-Treasurer, American Acad- 
emy of Ophthalmology and Otolaryn- 
gology, 15 Second Street S.W., Roches- 
ter, Minnesota. 


THE TECHNIQUE FOR ACQUIRING AND PREPARING THE 
HUMAN TEMPORAL BONE FOR PATHOLOGIC STUDY 
AND FOR ANATOMICAL-SURGICAL DISSECTION 


THE acquisition of fresh human tem- 
poral bones continues to be an important 
adjunct to the training and_ research 
activities of departments of otolaryn- 
gology. If we are to improve our knowl- 
edge of inner ear pathology, it is neces- 
sary to acquire temporal bones from 
patients who suffered from hearing and/ 
or vestibular disorders. Specimens are 
needed to show the pathologic changes 
underlying different types of vertigo and 
deafness, whether these changes exist in 
the middle 
trunks or brain stem. 


ears, sense Organs, nerve 


Another important reason for acquir- 
ing temporal bones is the need for fresh 
specimens for teaching otologic surgery. 
Otologic surgery is performed almost 
entirely with the operating microscope 
and considerable practice is required to 
manipulate delicate instruments in this 
magnified visual field. Such skill can be 
acquired only by anatomic dissection and 
surgical exercises on the fresh human 
temporal bone. 


Prepared by the Subcommittee on Research of the 
Committee on the Conservation of Hearing, American 
Academy of Ophthalmology and Otolaryngology. 


There is an abundant supply of fresh 
human temporal bones in the autopsy 
room. Ordinarily, when permission for 
brain study has been granted, the tem- 
poral bones can be removed routinely. 
The brain should be removed with care 
to avoid avulsing the eighth cranial 
nerve from the orifice of the internal 
auditory meatus; thus, a portion of the 
nerve trunk remains within the temporal 
bone specimen. 


The temporal bone can be removed 
with the mallet and chisel, but care must 
be exercised to avoid fracturing the bone 
and avulsing the skin of the external au- 
ditory canal. The use of motor driven cir- 
cular saws is discouraged because of the 
danger to those not accustomed to power 
tools. The oscillating motor driven saw, 
however, is a safe instrument and may 
be used with either rocker-type saw 
blades or bone-plug cutters. These os- 
cillating saws are available in most au- 
topsy rooms because they are used ex- 
tensively by pathologists for opening 
the cranium preparatory to brain re- 
moval. When this instrument is avail- 
able, it is necessary for the otolaryn- 
gologist to purchase only the proper saw 
blades. 
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I. TECIENIOUES FOR REMOVING 
TEMPORAL BONES 


A. Block Method 


The block method can be performed 
either with the chisel and mallet or with 
the oscillating saw and rocker-type saw 


blade. 


FIG. 1—-The outline for block removal is shown on 
the left and for bone-plug removal on the right. 


Cuts 1 and 2 (fig. 1) are made ap- 
proximately at right angles to the pet- 
rous pyramid. Cut 1 is made near the 
apex of the petrous bone. The farther 
forward this cut is made, the larger 1s 
the portion of the eustachian tube ob- 
tained for study. Cut 2 is made about 
parallel to cut 1 and near the lateral wall 
of the middle cranial It is not 
necessary to obtain all of the mastoid 
process. Cut 3 is made vertical to the 
floor of the middle cranial fossa, about 
one inch in front of the petrous ridge. 
Cut 4 is an undercut of the block of 
tissue obtained by the preceding three 
cuts. It is made in the anatomically hori- 
zontal plane as near to the floor of the 
posterior cranial fossa as possible. Usu- 
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ally it is possible to make the cut pass 
through or below the dural exit of the 
vagus nerve. 


Removal of the block outlined by the 
four saw cuts is often the most difficult 
part of the procedure. The block of tis- 
sue often 1s retained by some bony con- 
nections and by dense fibrous tissue of 
the mandibular articulation. Attempts to 
remove the block forcibly by the use of 
standard bone grasping forceps or by 
prying can result in crushing of pneu- 
matized areas of bone or in fracturing 
through the middle ear cavity. The best 
instrument for removing the block is 
the large “lion-jawed” bone forceps. The 
block is grasped by placing the two 
prongs of one jaw of the forceps in cut 
4 and closing down the other jaw in 
such a manner that its prongs grasp the 
superior surface of the block. With the 
block grasped as described above, gentle 
back-and-forth movement causes the un- 
severed bony connections to break with- 
out damage to important structures. Af- 
ter the bony connections are broken but 
while continuing to grasp the block with 
the forceps, it can be twisted enough to 
permit insertion of a knife along cuts 
3 and 4 and severance of the dense 
fibrous connections remaining. A wide 
sharp chisel will often prove helpful, 
especially in severing the styloid proc- 


ess, ! 


B. Bone-Plug Method 


This method consists of using bone- 
plug cutters in the oscillating motor 
driven saw.* For the adult body, the 
proper saw diameter is 1.5 inches adjust- 
ed to a depth of 1.5 inches, whereas for 
the child and infant, the 1.0 inch and the 
0.75 inch sizes are suitable. The cutter 


“The motor driven oscillating saw (Stryker bone saw) 
is available from the Orthopedic Frame Company, 
Kalamazoo, Michigan. 
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FIG. 2—-(Upper) Removal of the brain, carefully avoiding avulsion of the eighth cranial nerve 
from the orifice of the internal auditory meatus. (Lower) Portion of nerve trunk remaining within 
the temporal bone. 
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FIG. 3—(Upper) The bone-plug cutter in position to remove the specimen from the right side. 
(Lower) The lion-jawed forceps in position to remove bone-plug after the inferior attachments 
have been severed. 
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FIG. 4—(Upper) The specimen has been removed and the carotid artery grasped, preliminary to 
cutting and ligating. (Lower) Closure of external auditory canal. 
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(Upper) Rubber tubing with Luer lock adapters sutured into the auditory canal. (Lower) 
Rubber tubing, Luer lock adapters and “C” clamp. 
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is centered on the arcuate eminence (fig. 
2). Water is used as a lubricant to clear 
the fine cutting teeth of bone dust. Bet- 
ter cutting action is acquired by pivoting 
the saw back and forth through an arc 
of 90 degrees (fig. 3). A loss of resist- 
ance is sensed when the saw has pene- 
trated the base of the skull. The plug 
is grasped with the lion-jawed bone for- 
ceps and the inferior attachments are 
cut with a knife, scissors or osteotome.7 


C. The Carotid Arteries and 
External Auditory Canals 


The removal of temporal bones may 
increase the problems of the mortician 
unless care is used to suture shut the 
external auditory canals and to ligate the 
internal carotid arteries (fig. 4). 


The stumps of the external auditory 
canals are sutured tightly, using a curved 
triangular cutting needle and no. 0 black 
silk suture. This prevents fluid of the 
endocranial cavity from escaping through 
the ear canals. 


The stumps of the internal carotid 
arteries may be ligated with no. 0 black 
silk, leaving the free ends of the suture 
long enough to be easily located by the 
mortician. An even better technique is 
to suture into the external auditory canal 
a small length of rubber tubing with the 
proper Luer lock adapters, making it 
possible for the mortician to use these 
for his perfusion procedures if he 
wishes.* The rubber tubing is clamped 


*Two motion pictures showing the techniques for 
removal of the temporal bones are available on loan. 
One is a ten-minute 16 mm. silent film by Dr. 
Edmund Fowler, Jr., showing the block method of 
removal and the other is a twenty-minute 16 mm. 
film with sound by Dr. Harold F. Schuknecht show- 
ing the bone-plug cutter technique. These films may 
be acquired from the Executive Secretary of the 
American Academy of Ophthalmology and Otolaryn- 
gology. 


“Adapters, hose end for 1/8” tubing to male Luer 
Slip; adapters, female Luer Slip to 1/8” tubing; 
Becton, Dickinson and Company, Rutherford, New 
Tersey. 

Intravenous surgical tubing 5/32” x 3/64”, No. 
2888BX, Doval Rubber Company, Providence, Rhode 
Island. 
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off with “C” clamps. Because this equip- 
ment is inexpensive, no attempt is made 
to recover it following embalming 
(fig. 5). 


Il. PREPARATION FOR HISTOLOGIC STUDY 


When the temporal bones are acquired 
from patients who had suffered from 
hearing loss or vertigo, they should be 
prepared for histologic study. When it 
is possible to do so, audiometric and 
other hearing tests as well as vestibular 
tests should be acquired before death so 
that functional alterations can be cor- 
related with pathologic changes. 


A. Fixation Method 


Immediately after the bones have been 
removed, they should be placed into 400 
cc. of 20 per cent formalin (one part 
commercial formalin to four parts wa- 
ter). In diluting the formalin, it is pref- 
erable to use water which has been de- 
gassed in vacuum because it will absorb 
air bubbles trapped in the middle ear 
and mastoid and will facilitate penetra- 
tion of the fixing solution. The speci- 
mens are placed in fresh 10 per cent 
formalin solution on each day of the fol- 
lowing two days. The specimens can be 
kept indefinitely in formalin. 


When the histopathologic changes in 
the inner ear are likely to be of primary 
importance, more rapid fixation can be 
obtained if the stapes is removed or 
subluxated. This is undesirable in cases 
in which the pathologic changes about 
the stapes footplate are of primary im- 
portance. When permission for autopsy 
has been granted soon after death, su- 
perior preservation can be accomplished 
by immediate injection of formalin solu- 
tion through the tympanic membranes. 


B. Processing 


If an otologist or other person has 
acquired temporal bones suitable for sec- 
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tioning and has no facilities for pre- 
paring them, arrangements for process- 
ing can be made directly with the fol- 
lowing otologic laboratories: 


John E. Bordley, M.D. 
The Johns Hopkins Hospital 
Baltimore 5, Maryland 


Edmund P. Fowler, Jr., M.D. 
Columbia University 
630 W. 168 Street 
New York 32, New York 


Victor Goodhill, M.D. 
2007 Wilshire Boulevard 
Los Angeles 57, California 


H. James Hara, M.D. 
White Memorial Hospital 
1720 Brooklyn Avenue 
Los Angeles 33, California 


Clair M. Kos, M.D. 
University of Iowa Hospital 
lowa City, lowa 


Julius Lempert, M.D. 
Lempert Institute of Otology 
119 E. 75 Street 
New York 21, New York 


John R. Lindsay, M.D. 
University of Chicago 
950 E. 59 Street 
Chicago 37, Illinois 


M. H. Lurie, M.D. 
Mosher Laboratory 
Massachusetts Eye & Ear Infirmary 
483 Beacon Street 
Boston, Massachusetts 


Harold F. Schuknecht, M.D. 
Henry Ford Hospital 
Detroit 2, Michigan 


George E. Shambaugh, Jr., M.D. 
Northwestern University 
Evanston, Illinois 


Theodore E. Walsh, M.D. 
Washington University 
School of Medicine 
St. Louis, Missouri 


Merle Lawrence, Ph.D. 
University of Michigan Medical School 
4506 Kresge Medical Research Building 
Ann Arbor, Michigan 


Richard J]. Bellucci, M.D. 

Dorothy Wolff, Ph.D. 
Manhattan Eye and Ear Hospital 
210 East 64th Street 
New York 21, New York 


C. Shipping 


After the bones have remained in 10 
per cent formalin solution for three days 
or more, they may be shipped. They 
should be packed in an airtight jar with 
the intervening space occupied by ab- 
sorbent paper or cotton. Excess fixative 
solution is poured off so that the ab- 
sorbent paper or cotton holds only 
enough fixative to keep the bones moist. 


D. Distribution 


The Subcommittee on Research sug- 
gests that the otologic laboratories pre- 
pare three sets of slides from each speci- 
men submitted to them for histologic 
preparation. One set should be furnished 
to the otologist who provides the speci- 
men, a second set may be retained in the 
laboratory, and the third set reserved for 
some central collecting laboratory (to be 
determined) where such specimens will 
be available to any interested person. 
The remaining unmounted sections 
should be retained so as to be available 
as needed for special stains. 


E. Information to 
Accompany Specimens 


It is suggested that certain informa- 
tion furnished with the bones be kept 
on file in the processing laboratory and 
a copy filed with the set of slides for 
the central collecting laboratory. 


This should include identification, his- 
tory of the case, otologic functional 
tests, diagnosis of terminal illness, time 
of death, time of placing bones in fixa- 
tive, and the autopsy report. 


When appropriate, the submitting 


otologist and the laboratory director 
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FIG. 6—(Upper) Bone plugs after removal-—the 
left showing auditory canal opening, the right show- 
ing bony portion of plug. (Lower) Wrapping bone 
plug in moist cotton and freezer paper before storing 
in freezing compartment. 


should make an original report on the 
histopathologic findings. The accumulat- 
ed specimens at the central collecting 
laboratory may be used for more general 
correlative studies. 


lit. PREPARATION FOR ANATOMICAL- 
SURGICAL DISSECTION 


Those specimens which are to be used 
for future anatomical-surgical dissec- 
tion may be preserved by refrigeration. 
They can be preserved for one month in 
a jar containing cotton soaked in 1 :1000 
aqueous metaphen and stored in the cool 
compartment of the refrigerator. Pres- 
ervation for many months is_ possible 
by wrapping the specimens 1n moist cot- 
ton and freezer paper and placing them 
in a freezing compartment (fig. 6). 
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The new Frenckner bone 


temporal holder. 


A temporal bone specimen may be 
prepared for anatomical-surgical dissec- 
tion by embedding it in plaster of Paris 
in a suitable container. Irenckner 
temporal bone holder,* which consists of 
a heavy hemispherical bowl held in a 
stand which permits it to be tilted, is 
recommended (fig. 7). So that the speci- 
men can be readily removed from the 
temporal bone holder after completion 
of the dissection, it is essential first to 
coat the inside of the bow] with petro- 
latum. 


The trainee should perform his first 
anatomic dissections and surgical exer- 
cises in an orderly manner under super- 
vision. He should have available a full 
set of appropriate surgical instruments, 
head light, loupe, irrigation and aspira- 
tion apparatus, bone drill and operating 
microscope. 


REFERENCE 


Guild, Stacy R.: Technic for removing and 
preparing temporal bones for microscopic 
study. In Medicine of the Ear, edited by 
Edmund P. Fowler, Jr.. New York, Thom- 
as Nelson, 1947, pp. 663-668. 


*The Frenckner temporal bone holder is available 


from the Douglas Tool Company, 


Mile Road, Hazel Park, Michigan. 
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THE INTERNATIONAL ASSOCIATION OF SECRETARIES OF 


OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETIES 


Helpful Hints for Local EENT Society Secretaries 


The office of secretary is the most 
important one in the local ophthalmo- 
logical and otolaryngological society. 
The secretary is the key man. The suc- 
cess of the organization depends largely 
upon his ability, interest, and attention 
to detail. 


TENURE OF OFFICE 


The secretary’s tenure of office should 
be unlimited. It has been said that it is 
wise to keep a good secretary in office 
as long as he will accept the position, 
usually a minimum of five years. His 
obligation is not only to record the min- 
utes of the organization, but to be the 
actual managing force behind the so- 
ciety. He becomes the permanent link in 
the progress and development of a so- 
ciety, since the president and other of- 
ficers come and go. As the time draws 
near to the end of the tenure, an as- 
sistant secretary should be elected in 
order that after a year or two, he may, 
as an experienced officer, succeed the 
secretary. 


RECORDS OF THE ORGANIZATION 


The records should be complete and 
accurate. This applies particularly to 
the minutes. The original notes should 
be transcribed as soon as possible after 
the meeting. The notes should be type- 
written, well preserved in proper order, 
and be easily accessible to all the ofh- 
cers. A very good plan is to have the 
minutes of each meeting mimeographed 
or printed and mailed to each member 
of the society very shortly after the 
meeting. This will enable each member 
to have a clear knowledge of all the so- 
ciety activities even though he was un- 
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able to be present at any particular meet- 
ing. This is a time saving point also, in 
that it becomes unnecessary to read some 
long, drawn out minutes of a previous 
meeting, since each member will have 
with him a written report. The minutes 
should cover the business matter thor- 
oughly but be brief and limited. Un- 
necessary details can be omitted. 


The secretary and the chairman should 
prepare a specific agenda of subjects to 
be discussed at the meeting. This will 
enable the meeting to proceed efficiently 
and rapidly. 


The regular order of business should 
be routinely followed. An example of 
this order is the following outline: 


Call to order by the chairman 
Reading of minutes when required 
Reports of officers 

Reports of committees 

Unfinished business 

New business 

Election of members 

Election of officers 

Adjournment 


PNAC SLY 


AID TO THE CHAIRMAN 


The chairman frequently is not as well 
versed in the business of the society as 
the secretary and will seek the help of 
the secretary in the business of the 
meeting. It therefore becomes the duty 
of the secretary to have full information 
upon all details for ready prompting 
and advice. This should be done before 
the onset of the meeting. A carefully 
planned agenda is extremely valuable. 
The agenda should be determined in 
cooperation with the chairman and exec- 
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utive committee in advance of the meet- 
ing. The agenda should be closely fol- 
lowed. 


OFFICERS OF THE SOCIETY 


It is a common good practice for the 
newly elected officers to assume their 
offices in September or early fall of the 
year. With this in view, it is wise to 
have the officers elected in early spring 
of the same year in order that the chair- 
man may appoint his committees and 
enable them to have adequate time to 
prepare during the late spring their ac- 
tivities and program for the fall sea- 
son. This is especially desirable for so- 
cieties which prefer to plan the scientific 
program for the entire year, before the 
year begins. With this type of annual 
planning the members will have adequate 
opportunity to plan to attend the meet- 
ings, thereby assuring well attended 
meetings. This plan will enable the pro- 
gram chairman to secure good speakers 
by asking them far in advance, permit- 


ting less probability of being disap- 
pointed. The selection of the main off- 
cers of a society by rotation of the eli- 
gible ones is to be encouraged because it 
usually results in greater responsibility, 
is more democratic, and more success- 


ful. 


It has been noted that a nominating 
committee appointed by the chairman 
well in advance of election time will fa- 
cilitate and make more democratic the 
election of the new officers. Additional 
nominations from the floor should be 
requested. Past presidents usually make 
a good nominating committee. The sec- 
retary is also a valuable man to have on 
the nominating committee. 


COM MITTEES 


The secretary should be a member ex 
officio of all committees. His experience 
is a valuable asset to the committee. He 
is in the proper position to inform the 
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committee of the feeling of the officers 
in regard to various activities. The sec- 
retary should see that all committee 
members and chairmen are duly in- 
formed of their appointment. The sec- 
retary should inquire into the activities 
of each committee from time to time, to 
be assured that the committee is func- 
tioning. The appointment of well-func- 
tioning, conscientious committees will 
assure successful results in the work of 
a society. 


There is no doubt that the scientific 
program committee is one of the most 
important ones in the society. Other 
committees may include (1) executive, 
(2) entertainment, (3) publicity, (4) 
motion pictures (American Medical As- 
sociation lists; American College of 
Surgeons lists; Medical Film Guild 
lists; American Academy of Ophthal- 
mology and Otolaryngology lists), (5) 
golf, (6) bylaws, (7) host, (8) sessions, 
(9) membership, (10) research, (11) 
ladies’ activities, (12) finance, (13) pub- 
lic relations and legislation, (14) local 
arrangements, (15) exhibits, (16) con- 
servation of vision, (17) conservation of 
hearing. 


CONSTITUTION AND BYLAWS 


The drafting of a comprehensive con- 
stitution and bylaws for the society can. 
be facilitated by reviewing those of ac- 
tive, successful societies. This frame- 
work enables the society to function ef- 
fectively. Generally speaking, the con- 
stitution should be simple and _ flexible. 


PROGRAM COM MITTEE 


The secretary is of particular value 
to this committee because he has in- 
formation concerning former programs. 
He knows which types have been well at- 
tended and which are less successful. He 
has a record of subjects previously dis- 
cussed or presented in order to avoid 
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duplication. Experience has shown that 
it is wise to change the program com- 
mittee every year or two because it will 
bring out varying ideas on the type of 
scientific program which may prove to 
be successful. At times the only way of 
determining whether or not an idea is 
practical is to try it. More ideas can be 
tried out if the program committee 
changes from year to year, or at least 
every few years. 


PLANNING THE PROGRAM 


A continual search for good programs 
is essential. The secretary can be a most 
helpful source of program material. He 
should maintain a reference file of good 
speakers and interesting, instructive sub- 
jects. He should keep in touch with the 
activities and medical interests of every 
member of the society, if possible, in 
order that the members themselves may 
be invited to give interesting talks to the 
society. There is no doubt that the use 
of “home talent” will often add zest and 
interest to a society and make for good 
stimulating competition. 


The guest speaker, of course, invari- 
ably encourages good attendance at 
meetings and is a very important part 
of a successful society meeting. Lists of 
excellent guest speakers can be made by 
receiving copies of program announce- 
ments from other similar societies. First- 
hand information concerning guest 
speakers can also be obtained from 
members who have attended other meet- 
ings and have heard good speakers. The 
nearest university medical center or oth- 
er hospital medical center is a good 
source of guest speakers. One of the 
finest sources of excellent guest speak- 
ers and interesting subjects is the an- 
nual scientific program and the instruc- 
tional courses of the American Academy 
of Ophthalmology and Otolaryngology. 
The men on these two programs are 
invariably good teachers and are usually 
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happy to be invited to present a paper 
before a local society anywhere in the 
United States. 


In order to receive copies of pro- 
grams from other societies it becomes 
necessary for the secretary to send an- 
nouncements of his society programs to 
all the society secretaries in his state or 
even in neighboring states. A spirit of 
mutual help and cooperation will natur- 
ally follow. This will facilitate the plan- 
ning of programs. An additional note 
concerning the success or failure of the 
meeting written to other secretaries will 
disclose good speakers and interesting 
subjects. The International Association 
of Secretaries of Ophthalmological and 
Otolaryngological Societies was one of 
the first groups to sponsor such an idea 
among secretaries. This has been a very 
helpful plan. Carefully planned activities 
and programs are essential to a success- 
ful society. 


OTHER FEATURES FOR 
PROGRAM PLANNING 


Experience has shown that there are 
many different ideas and methods avail- 
able to help ensure successful scientific 
programs. Among these are the follow- 


ing: 


1. Case reports by local members— 
sometimes called Local Speakers Pro- 
gram. This should be encouraged. 


2. 


Research or special accomplish- 
ments by members. 


3. Review of current literature, with 
general discussion. 


4. Review or report on the main 
presentations given at important na- 
tional meetings such as the American 
Academy of Ophthalmology and Oto- 
laryngology and other national EENT 
societies, or the American Medical As- 
sociation, by those local members who 
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attended the meeting for the benefit of 
those who were unable to attend. Dis- 
cussions on these reviews and reports 
are very interesting. 


5. Medical “hobby” night or the pre- 
sentation of a hobby that has some rela- 
tionship to medicine, such as motion pic- 
tures, traveling. 


6. Programs devoted to related spe- 
cialties such as anesthesia, roentgenol- 
ogy, pathology, pediatrics. 


7. Meetings in which socioeconomic 
matters are presented, rather than medi- 
cal scientific subjects, may prove very 
rewarding. It is surprising how strongly 
the members feel about these matters 
and are willing to attend such meetings. 


8. One meeting each year devoted 
only to the business and election of offi- 
cers of the society is important and will 
make for a progressive, active society. 
At this meeting, social activities can be 
encouraged. 


9. Joint meetings with other local 
specialty groups on interrelated subjects 
have proved interesting and result in 
good public relations between the vari- 
ous specialty groups. 


10. Joint meetings of the local society 
with the nearest university medical cen- 
ter or large city medical center are suc- 
cessful. 


11. Joint meetings with nearby cities 
of similar specialty groups are worth- 
while, are stimulating, and develop a fine 
camaraderie and lifelong friendships. 


12. Joint meetings with the county 
medical society should be encouraged. 
This is important in order to maintain 
the prestige of the specialty among the 
other physicians of the county. 


13. Especially important is the joint 
meeting with the local surgical society 
or the local chapter of the American 
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College of Surgeons. The secretary 
should remind his members to take an 
active part in the activities of these latter 
three groups because of our interde- 
pendence. 


14. The young members program or 
the residents annual program are excel- 
lent deviations from the usual program. 


15. Some local societies have noted 
increased interest in the attendance 
when some arrangement has been made 
for the wives of the members to be in- 
cluded in the dinner or cocktails part of 
the meeting. Arrangements for the wives 
to have dinner together in a separate 
room is sometimes preferred. 


TYPES OF PROGRAMS 


An occasional questionnaire sent to 
the members inviting their comments 
and suggestions will let you know what 
types of program the members desire. 
It will help in making a decision wheth- 
er or not to have cocktails and dinner 
with the meeting or just a scientific pro- 
gram. It will help decide whether or not 
the members prefer practical papers or 
research-type scientific presentations. A 
meeting in which the emphasis is placed 
on social activities, wives being invited, 
with music and dancing in a country 
club atmosphere, often adds _ interest 
and good fellowship, solidifies member- 
ship, and discourages animosities among 
the members. 


The questionnaire can help decide 
whether or not the annual dues will in- 
clude the dinner for each meeting. In- 
cluding the dinner fee in the dues may 
stimulate attendance. At any rate, hav- 
ing a dinner immediately before or af- 
ter a meeting is helpful. 


TYPES OF SCIENTIFIC PROGRAMS 


Varying the manner in which pro- 
gram material is presented stimulates 
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attendance and interest. In addition to 
the usual formal scientific paper, many 
other methods have been found success- 
ful. The “Study Club” popularized by 
Dr. Paul C. Craig, for many years sec- 
retary of the Reading, Pennsylvania, 
Eye, Ear, Nose and Throat Society, 
has been particularly useful. The study 
club consists in guided discussions of 
subjects selected because of their prac- 
tical importance. These discussions are 
informal, unprepared and unrehearsed. 
The members of the audience are the 
students. There are two or three instruc- 
tors and one moderator. The questions 
come from the students and the modera- 
tor; the answers from the instructors. 


Panels, symposia, clinics, surgical 
demonstrations, case reports, meeting 
reports, reading clubs, conferences, 


round table discussions, book reviews, 
refresher courses, motion pictures, tele- 
vision and scientific exhibits are other 
useful methods of presentation. A dis- 
cussion or question period should usual- 
ly be made a part of the final portion of 
the presentation. A good program broad- 
ens the horizon of all the members and 
leads them on to greater accomplish- 
ments. 


RESPONSIBILITY OF THE SOCIETY 
TO THE SPEAKER 


It is the duty of the secretary to see 
that the guest speaker is informed well 
in advance of the type of meeting he is 
attending and the exact length of time 
allowed him. He should receive a clear 
resume of all the other meeting activi- 
ties in order that he may come prepared 
to enjoy all phases of the meeting. The 
speaker should be informed of his hotel 
accommodations, his honorarium or ex- 
penses, and whether or not his wife may 
be free to join him if she desires. A 
large percentage of the membership of 
the society should be present at the 


meeting. They should show their inter- 
est and be courteous. Disagreement and 
criticism should be avoided, but ques- 
tions can be encouraged. The program 
should start on time and not be delayed. 
No extraneous subjects or material 
should be introduced. The selection of 
subject should be frequently left to the 
speaker unless he gives the society more 
than one choice. If the society definitely 
wants a specific subject presented, this 
information should accompany the invi- 
tation to speak, for acceptance may de- 
pend on the invited speaker’s willingness 
to present that particular subject. 


The secretary should see that a host 
is on hand to meet the guest speaker on 
arrival in the city and is available at 
all times for the speaker’s comfort un- 
til such time as he departs. All neces- 
sary and efficient equipment, such as 
slide projectors, motion picture pro- 
jectors, screens, lights, pointers, chalk, 
erasers, blackboard, microphone, should 
be ready. The room should be adequate, 
well ventilated and free from noise. The 
speaker should be encouraged to speak 
directly into the microphone if neces- 
sary. The comfort of the speaker is 
paramount. He may want to rest before 
or after the meeting rather than take ac- 
tive part in parties or other activities. 
The entertaining of the guest speaker by 
only one or two of the officers or mem- 
bers should be discouraged. This should 
be a whole society activity. 


Following the meeting, the secretary 
should write a thank-you letter to the 
guest speaker, at the same time request- 
ing a statement of expenses, in order to 
be able to reimburse him. 


SOCIETY PUBLICITY 


Press announcements and invitations 
to local newsmen and science writers to 
cover your meetings and interview guest 
speakers makes good public relations. 
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Occasional radio or television programs 
by the society should be encouraged. The 
public is greatly interested in medical 
matters. 


The secretary should send announce- 
ments of programs and meetings to the 
American Academy of Ophthalmology 
and Otolaryngology, the A.M.A. Ar- 
chives of Otolaryngology, the A.M.A. 
Archives of Ophthalmology, and to state 
and county society journals well in ad- 
vance of the meeting. A mailing list of 
nonmember specialists in the state or in 
surrounding states should also be sent 
programs, as well as all interested physi- 
cians, at least one month previous to date 
of the meeting. For the more important 
or annual meeting, it may be necessary 
to mail an additional preliminary an- 
nouncement two months previous to the 
date of meeting. 


GRADUATE STUDY COURSES 


The secretary should maintain a file 
of all the graduate study courses given 
annually. This list should be made avail- 
able to the membership at all times. A 
file of the comments and criticisms of 
the courses by individuals who have tak- 
en them should be developed if possible. 
Constructive criticism of the courses 
should be sent. at times to the course di- 
rector. They are always interested in 
comments and how to improve their 
courses. 


Local graduate courses can be devel- 
oped by visiting teachers and lecturers, 
and also through the cooperation of the 
local medical school or hospital center. 


DEVELOPMENT OF BULLETINS 


There are several good methods for 
putting your local society on the medical 
map and, at the same time, developing a 
permanent record of the scientific pre- 
sentations. 
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Have the society reporter publish re- 
views of the presentations or their com- 
plete printing in the pages of your coun- 
ty, state, or national medical journal. 
The development of bulletins, transac- 
tions or news letters of the society can 
best be done by the election of an inter- 
ested editor of the society. Reprints of 
this material can be mailed to interested 
physicians everywhere. The bulletins of 
established groups can be utilized as ex- 
amples to follow in the development of a 
bulletin. The type of bulletin will de- 
pend upon the purpose which the so- 
ciety desires it to serve. 


COOPERATION WITH COMMUNITY 
ORGANIZATIONS 


More and more it is apparent that the 
local EENT society, if it is to accom- 
plish its purpose completely, must show 
a willingness to cooperate with other 
health organizations in the community. 
These include the Health Department, 
the School Health Program, the local 
Hearing Society and the local Society 
for the Prevention of Blindness. This 
can be a most useful source of good 
public relations. It can be expedited by 
the appointment or election of one mem- 
ber or a committee of members to repre- 
sent the local EE NT society in the work 
of each community health agency. The 
member may serve as a liaison represen- 
tative between the two groups, thereby 
ensuring the active participation of the 
local EENT society in any project or 
service for which the community health 
agency requests assistance. Cooperation 
between the groups on occasions like 
Better Hearing Week or Better Vision 
Week could be assured. 


Cooperation of the local EENT so- 
ciety with the International Association 
of Secretaries of Ophthalmological and 
Otolaryngological Societies and_ the 
American Academy of Ophthalmology 
and Otolaryngology should be an impor- 
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tant duty. This can best be accomplished 
through the local society secretary. He 
should first join the Association and at- 
tend its meeting, which takes place an- 
nually on Tuesday evening of the week 
of the American Academy of Ophthal- 
_mology and Otolaryngology meeting, at 
the same hotel. As secretaries of differ- 
ent groups, with common interests and 
problems, a free interchange of ideas 
should be to our mutual advantage. This 
is the chief function of the Secretaries 
Association. Every secretary should ear- 
nestly attempt to attend this annual 
meeting. He will learn what is happen- 
ing and what are the problems in other 
local societies similar to his own, and 
will be able to bring back to his local 
society many answers to the society’s 
problems, and many policies of active, 
successful societies. 


The secretary should join the Ameri- 
can Academy of Ophthalmology and 
Otolaryngology ; if by chance he is un- 
able to do this, he should attend their 
annual meeting as a registered guest. 
His local society will be immensely re- 
warded if he will look upon his local 
society as the local branch of the Amer- 
ican Academy of Ophthalmology and 
Otolaryngology. The secretary should 
encourage as many as possible of the lo- 
cal society members to become qualified 
as members of the American Academy 
of Ophthalmology and Otolaryngology. 
He can do this by encouraging them to 
attend the annual meeting, to register 
for as many Academy instructional 
courses as possible, and to bring back 
to their local society news concerning 
the activities and programs of the Amer- 
ican Academy of Ophthalmology and 
Otolaryngology. The secretary should 
make a concerted effort to see to it that 
all local members taking the Academy 
instructional courses fill out the critical 
survey questionnaires on each of these 
courses and send them in to the Secre- 
taries’ Association. This will result in an 
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improvement in the Academy programs 
and enable the Academy to put on the 
type of program that its members desire. 
It cannot help but point out to the local 
members the national activities and pro- 
gressive trends in the fields of ophthal- 
mology and otolaryngology. The follow- 
ing additional advantages to the local 
society will result from cooperation with 
the Secretaries Association, and _ the 
American Academy : 


1. Provide an opportunity for local 
society members to present papers or 
instructional courses at the American 
Academy meeting. 


2. Provide an opportunity to recom- 
mend subjects and speakers for the 
Academy programs. 


3. Provide an opportunity to have 
discussions and reviews of presentations 
or courses given at the Academy meet- 
ing, for local society meetings. 


4. Provide an opportunity to inter- 
change program announcements with 
other secretaries in your state or dis- 
trict. 


5. Make available for your local so- 
ciety international guest speakers who 
may be traveling in the United States. 


6. Make available your local society 
member to present a paper in a foreign 
country if he so desires. 


7. Exchange reprints of EENT lit- 
erature with foreign countries. 


8. Establish friendships between 
EENT societies all over the world when 
traveling abroad. 


9. Work toward the increase of “In- 
terchange of Information” and of con- 
tacts of groups of specialists all over 
the world, and to increase the standards 
of EENT practice throughout the 
world. 
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10. Provide opportunity to study and 
discuss plans for selective cultural and 
scientific activities of sectional, national, 
and international societies. 


11. Cooperate with authorities to 
make international congresses and meet- 
ings more successful. 


12. Assist in securing good foreign 
physicians for residency training in the 
United States. 


In summary, it is the aim of the Sec- 
retaries Association to make more suc- 
cessful the work of every local, regional 
or state EENT society. This means de- 
veloping methods for increasing the lo- 
cal society's membership attendance at 
meetings, the quality of meetings, the 
influence of the society in the medical 
community, and the standards of local 
practice in ophthalmology and otolaryn- 
gology. 


SOME REGULAR SECRETARY'S DUTIES 


1. Society stationery properly print- 
ed and distributed to officers and exec- 
utive committee. A copy of bylaws 
should be sent to all members. 


2. Compile a directory of the society 
and see that each member receives one. 
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Record changes in address, resignations, 
and deaths. 


3. Answer all correspondence prop- 
erly and promptly. 


4. Type minutes of all meetings and 
keep a permanent record. 


5. Notify all members of executive 
committee and officers of business meet- 
ings, with return postcard to indicate 
intention to attend. 


6. Make reservations at hotel for all 
guest speakers and send confirmation to 
such speakers. 


7. Notify all new members and of- 
ficers elected and committeemen ap- 
pointed. 


8. Secretary gets ready all material 
necessary for the meeting: 


a. Announcements of meetings 
b. Registration cards 

c. Programs 

d. Signs 

e. Identification badges 

f. Routine office supplies 


9. Make all arrangements for de- 
tails of the meeting and meeting place. 


DANIEL S. De Stio, M.D. 
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Sn Memoriam 


Moacyr E. Alvaro.......... Sao Paulo, Brazil 
July 19, 1959 

Ulrich Alfred Fritschi............ Sacramento, California 
April 5, 1959 

Clifton Earle High........ uxtsrakevenes Pampa, Texas 
May 10, 1959 

Armenious Clement Hobbs, Jr.......... Columbus, Georgia 
May 8, 1959 


George Thomas Jordan.......... Vermillion, South Dakota 
May 17, 1959 


Andrew Louis MacMillan......Concord, New Hampshire 


June 8, 1959 

Oscar Milton Marchman................ ..Dallas, Texas 
May 25, 1959 

John Llewellyn Myers....... ....Des Moines, Washington 
May 20, 1959 

May 26, 1959 

Dwight Chapman Orcutt....... eres Evanston, Illinois 
May 13, 1959 

Michael Rosenbluth............... New York, New York 
March 19, 1959 

Bernard Samuels................. New York, New York 
July 26, 1959 

Samuel Harry Skloff.......... Philadelphia, Pennsylvania 
April 16, 1959 

July 29, 1959 

George Adrian Wiley................ Norman, Oklahoma 


April 27, 1959 
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Necrology 


IN MEMORIAM 


October 1, 1958 to September 30, 1959 


George Carter Albright, lowa City, lowa 

Moacyr E. Alvaro, Sao Paulo, Brazil 

Donald Taylor Atkinson, San Antonio, 
Texas 

Carl Conrad Beisbarth, St. Louis, Mis- 
souri 

Roy Spitler Binkley, Dayton, Ohio 

Augustus J. Blickenstaff, Peoria, Illinois 

Lee Benedict Bouvy, Los Angeles, Cali- 
fornia 

Robert J. Bowman, Beverly Hills, Cali- 
fornia 

Kenneth Charles Brandenburg, 
Beach, California 

Everett Hayden Brooks, Appleton, Wis- 
consin 

Howard Hampden Burnham, Toronto, 
Ontario, Canada 

Louis Bernard Bushman, 
braska 

William James Creighton, Philadelphia, 
Pennsylvania 

Ralph Allison Davis, Chicago, Illinois 

Edward John Donnelly, Jr., Philadelphia, 
Pennsylvania 

Horace Greeley Dwiggins, Tuskegee, Ala- 
bama 

Norma Bertha Elles, Kalamazoo, Michi- 
gan 

Joseph Norman Elliott, 
Illinois 

Thomas Holmes Emmens, Medford, Ore- 
gon 

Merton A. Farnsworth, La Junta, Colo- 
rado 

Ralph Bryan Fast, Kalamazoo, Michigan 

Ralph Albert Fenton, Portland, Oregon 

Roger R. Flickinger, Mason City, Iowa 

Ulrich Alfred Fritschi, Sacramento, Cali- 
fornia 

Watson W. Gailey, Bloomington, [llinois 

Harold James Gibby, Worcester, Massa- 
chusetts 

Harold Moore Griffith, Johnstown, Penn- 
sylvania 

Jacob Franklin Gsell, Wichita, Kansas 

John Parkinson Harbert, Bellefontaine, 
Ohio 


Long 


Omaha, Ne- 


Bloomington, 
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William Howard Heine, 
braska 

Bert Eugene Hempstead, Rochester, Min- 
nesota 

Llewellyn E. Hetrick, Hampton, Con- 
necticut 

Clifton Earle High, Pampa, Texas 

Armenious Clement Hobbs, Jr., Colum- 
bus, Georgia 

George Esplin Hodge, Westmount, Cana- 
da 

Virgil Eugene Holcombe, 
West Virginia 

John Gill Holland, Lynchburg, Virginia 

Charles Isaac Johnson, Chestnut Hill, 
Massachusetts 

George Thomas 
South Dakota 

Theodore Simon Kammerling, 
Park, Illinois 

Edward Francis Lawlor, Waltham, Mas- 
sachusetts 

Henry Bassett Lemere, 
California 

Alfred Lewy, Chicago, Illinois 

Alfred Francis Luhr, Sr., Buffalo, New 
York 

Andrew Louis MacMillan, Concord, New 
Hampshire 

Oscar Milton Marchman, Dallas, Texas 

Louis Charles Menger, Kew Gardens, 
New York 

Alexander L. Moshinsky, New York, New 

York 

Llewellyn 

Washington 

Lawrence James Nacey, Rochester, New 
York 

Carl Abraham Noe, Cedar Rapids, Iowa 

Dwight Chapman Orcutt, Evanston, Illi- 
nois 

Norman Vern 
Florida 

William Wallace Reed, Topeka, Kansas 

Paul W. Renken, New Orleans, Louisiana 

James J. Richardson, Fort Worth, Texas 

Michaef™ Rosenbluth, New York, New 
York 


Fremont, Ne- 


Charleston, 


Jordan, Vermillion, 


Melrose 


Laguna Beach, 


John Myers, Des Moines, 


Peterson, Avon Park, 
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Bernard Samuels, New York, New York 
William Eugene Shahan, St. Louis, Mis- 


souri 

William Glovier Shemeley, Darby, Penn- 
sylvania 

Morton Thel’nan Siegel, Covina, Cali- 
fornia 

Harold R. Simons, San Francisco, Cali- 
fornia 

Samuel Harry’ Skloff, Philadelphia, 
Pennsylvania 

James Butt Stanford, Memphis, Tennes- 
see 


Ernest Elwood Tippin, Sr., Wichita, 
Kansas 

Manuel Uribe Troncoso, New York, New 
York 

Oliver William Turner, Elmhurst, L. L., 
New York 

Charles Edward Walker, Colorado 


Springs, Colorado 
John Joseph Walsh, Chicago, Illinois 
Henry Charles Weber, Drexel Hill, Penn- 
sylvania 
George Adrian Wiley, Norman, Oklahoma 
David Edmund Staunton Wishart, Toron- 
to, Ontario, Canada 


GEORGE CARTER ALBRIGHT 

George Carter Albright was born in 
Pleasant Grove, Iowa, in 1881. He re- 
ceived his degree as Doctor of Medicine 
from the State University of lowa College 
of Medicine in 1914. During his intern- 
ship in the same University, he served 
as clinical assistant in the departments 
of ophthalmology, otolaryngology and 
oral surgery in 1914-15, and as instruc- 
tor in 1915-17. 

Dr. Albright began the practice of 
medicine in Iowa City in 1917. There he 
was associated with the Mercy Hospital 
and the University Hospitals of the State 
University. 

Dr. Albright was certificated by the 
American Board of Otolaryngology in 
1925. He was a Senior Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology. He had served as 
vice-president of the Iowa State Medical 
Association, and for ten years was presi- 
dent of the Johnson County Tuberculosis 
Association. In 1956 the lowa Tubercu- 
losis Association awarded him a medal- 
lion for his long and outstanding service 
to the group. 

Dr. Albright died in Iowa City on 
February 1, 1959. He is survived by his 
wife, a son and a daughter. 


MOACYR E. ALVARO 
Dr. Moacyr E. Alvaro, who was born 
in Santos, Sao Paulo, Brazil, in 1899, 
died in his native city on July 19, 1959. 


Moacyr E. Alvaro received his degree 
in medicine from Universidade do Brazil 
Faculdade de Medicina, Cirurgia e Phar- 
macia, Rio de Janeiro, in 1922, and took 
postgraduate work in ophthalmology at 
the University of Vienna, and at the 
Polyklinik in Berlin. 


Dr. Alvaro was professor of ophthal- 
mology at the Paulista School of Medi- 
cine, Sao Paulo. He was intensively in- 
terested in medical education. In 1937 
he organized the Annual Postgraduate 
Course in Ophthalmology at the Paulista 
School and established permanent post- 
graduate courses in his specialty in 1941. 
Dr. Alvaro had also served as director of 
municipal hygiene in Sao Paulo. 


In 1939 Dr. Alvaro was certificated 
by the American Board of Ophthalmolo- 
zy. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, of the Royal Society of Medi- 
cine of England Section on Ophthalmolo- 
gy, of the American College of Physi- 
cians, of the Brazilian College of Sur- 
geons, and of the Academy of Medicine 
of Brazil. He was a founder and former 
president of the Pan-American Associa- 
tion of Ophthalmology and its executive 
director. He had served as a president 
of the Ophthalmological Study Center in 
Sao Paulo and as secretary general of 
the National Committee for the Preven- 
tion of Blindness in Brazil. 


Dr. Alvaro is survived by his wife, 
Helen Pomeroy Alvaro. 


DONALD TAYLOR ATKINSON 


Dr. Donald Taylor Atkinson, a Life 
Fellow of the American Academy of 
Ophthalmology and Otolaryngology, died 
in San Antonio, Texas, on March 20, 
1959. 


Donald Taylor Atkinson was born in 
Shemogue, New Brunswick, Canada, on 
May 31, 1874. As a youth he left his 


native land to find work and gain an 
education in the States. He worked in 
coal mines, on a freighter, as a coachman, 
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and as a nurse while attending night 
school. 


Dr. Atkinson received his degree as 
Doctor of Medicine from the Hospital 
College of Medicine in Louisville, Ken- 
tucky, in 1902. Postgraduate work was 
done at the Allegemeines Krankenhaus in 
Vienna, and at the Royal Hospital in 
London, England. He held the honorary 
degree of Doctor of Science from Central 
College, Danville, Kentucky, and of Doc- 
tor of Laws from Huron College, South 
Dakota. 


Dr. Atkinson practiced as a specialist 
in ophthalmology in San Antonio for 
more than fifty years. He served on the 
staffs of Nix Hospital, Santa Rosa In- 
firmary, and the Medical and Surgical 
Hospital. He was associate editor of the 
Eye, Ear, Nose and Throat Journal, and 
the author of a textbook on the interior 
of the eye. He was interested in painting 
and illustrated his own textbook. He 
served as art collaborator of Southall’s 
Introduction to Physiological Optics, and 
Rea’s System of Neuro Ophthalmology. 


Dr. Atkinson was a Fellow of the Roy- 
al Academy of Medicine of Ireland, the 
International College of Surgeons, and 
the American College of Surgeons. He 
was a life member of the National Surgi- 
cal Society of Italy, the American Asso- 
ciation for the Advancement of Science, 
National Association of Authors and 
Journalists, the American Medical Asso- 
ciation of Vienna, the National Society of 
Arts and Letters, the National Tuberculo- 
sis Association, the American Genetic As- 
sociation, and the American Social Hy- 
giene Association. He also held member- 
ship in his national, state and local med- 
ical societies. In 1951 Dr. Atkinson re- 
ceived the Patronis Medal Award from 
the University of Florence, Italy. 


Dr. Atkinson is survived by his wife, 
Wanda Wiley Atkinson. 


CARL CONRAD BEISBARTH 
Dr. Carl Conrad Beisbarth was born 
in St. Louis, Missouri, on April 15, 1901, 
and died in his native city on March 13, 
1959. 


Carl Conrad Beisbarth received his de- 
gree as Doctor of Medicine from Wash- 
ington University School of Medicine in 
1926. He began the practice of medicine 
in St. Louis the same year. 
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Dr. Beisbarth limited his practice to 
the diseases of the eye. He served as as- 
sistant professor of ophthalmology at 
Washington University School of Medi- 
cine, 1940-50, and was a member of the 
staff of McMilian Hospital. 

Dr. Beisbarth was certificated by the 
American Board of Ophthalmology in 
1930. He was a Senior Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology, and a member of 
the St. Louis Ophthalmological Society, 
the Southern Medical Society, and na- 
tional, state and local medical societies. 

Dr. Beisbarth is survived by his wife, 
Dorcas, and by two children, Jane Beis- 
barth Bliss and Albert. A step-son, Lloyd 
S. Stark, and a step-daughter, Margaret 
Stark McKinney, also survive. 


ROY SPITLER BINKLEY 

Dr. Roy Spitler Binkley, a Life Fellow 
of the American Academy of Ophthal- 
mology and Otolaryngology, died in Day- 
ton, Ohio, on November 26, 1958. 

Roy Spitler Binkley was born in Lewis- 
burg, Ohio, December 30, 1883. He re- 
ceived his degree as Doctor of Medicine 
from Starling-Ohio Medical College, Co- 
lumbus, in 1911. Postgraduate work in 
ophthalmology was done at the Univer- 
sity of Pennsylvania and at Harvard 
University. 

Dr. Binkley began the practice of 
ophthalmology in Dayton in 1915. He 
served on the staffs of Barney Convales- 
cent Hospital, Good Samaritan Hospital, 
and St. Elizabeth Hospital. 

In addition to his membership in the 
American Academy of Ophthalmology 
and Otolaryngology, Dr. Binkley was a 
member of his state and local medical 
societies. He was a past president of 
Montgomery County Medical Society. 

Dr. Binkley is survived by his wife. 


AUGUSTUS J. BLICKENSTAFF 

Dr. Augustus J. Blickenstaff. a Life 
Fellow of the American Academy of Oph- 
thalmology and Otolaryngology. died in 
St. Petersburg, Florida, on February 11, 
1959, at the age of 86 years. 

Augustus J. Blickenstaff received his 
degree as Doctor of Medicine from the 
State College of Physicians and Sur- 
geons, Indianapolis, in 1907. For many 
years he practiced his specialty of oph- 
thalmology in Peoria, Illinois, where he 
was on the staff of the Proctor Commun- 
ity Hospital. 
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LEO BENEDICT BOUVY 

Leo Benedict Bouvy was born in Ot- 
tawa, Kansas, in 1892. He attended the 
University of Kansas, and received his 
degree as Doctor of Medicine from the 
University of Pennsylvania School of 
Medicine in 1920. Postgraduate work in 
ophthalmology was done in Vienna and 
New York. 

Dr. Bouvy began the practice of oph- 
thalmology and otolaryngology at La 
Grande, Oregon, in 1921. He was direc- 
tor and owner of Bouvy Eye and Ear 
Hospital. 

Dr. Bouvy was certificated. by the 
American Board of Otolaryngology in 
1925 and by the American Board of Oph- 
thalmology in 1926. He was a Life Fellow 
of the American Academy of Ophthalmol- 
ogy and Otolaryngology, and a Fellow of 
the American College of Surgeons. He 
was also a member of the Pacific Coast 
Oto-Ophthalmological Society, and of 
state and local medical societies. He had 
twice served as vice-president of the Pa- 
cific Coast Oto-Ophthalmological Society, 
and as president of the Union County 
Medical Society. In 1928 he was president 
of the Oregon State Medical Society. At 
that time he presented the Society with a 
gavel handmade from the wood of a 
crabapple tree which grew on the land 
of Dr. Alfred Kinney, the first and fiftieth 
president of the Society. This gavel is 
still used by the Society. 

Dr. Bouvy died in Los Angeles, Cali- 
fornia, on February 18, 1959. He is sur- 
vived by a daughter, Joan Bouvy Stewart, 
whose husband, Dr. Robert Lee Stewart, 
is a member of the Academy. Another 
member of the Academy, his brother, 
Dr. Harvey Bouvy, also survives. 


ROBERT JAMES BOWMAN 

Robert James Bowman was born in 
Upper Sandusky, Ohio, on February 1, 
1894. He received the degree of Doctor of 
Medicine from Rush Medical College, 
Chicago, in 1923. His postgraduate work 
in otolaryngology was done at the Penn- 
sylvania Medical College in Philadelphia, 
from which he received the degree of 
Master of Science in 1929. 


Dr. Bowman engaged in the practice 
of otolaryngology in Los Angeles, where 
he was on the staffs of the Hospital of 
the Good Samaritan, St. Vincent’s Hos- 
pital, and Children’s Hospital. He was 


a member of the faculty of University of 
Southern California School of Medicine. 
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In 1929 Dr. Bowman was certificated 
by the American Board of Otolaryngolo- 
gy. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
vngology, and a member of the American 
Laryngological, Rhinological & Otologi- 
cal Society, of the American Medical 
Association, and of state and local medi- 
cal societies. 

Dr. Bowman died on August 19, 1955. 


KENNETH CHARLES BRANDENBURG 

Kenneth Charles Brandenburg was 
born in Chicago, Illinois, in 1899. He re- 
ceived his degree as Doctor of Medicine 
from the University of Illinois College 
of Medicine in 1926. He did postgraduate 
work in otolaryngology at Rush Medical 
College, Chicago, in 1928 and 1929, and 
pursued a residency in ophthalmology at 
Research and Educational Hospital, Chi- 
cago, in 1929 and 1930. 

Although Dr. Brandenburg began the 
practice of medicine in Chicago, the 
greater part of his professional career 
has been spent in Long Beach, California, 
where he has served on the staffs of Sea- 
side Memorial, St. Mary’s, and Long 
Beach Community hospitals. 

In 1934 Dr. Brandenburg was certifi- 
cated by both the American Board of 
Ophthalmology and the American Board 
of Otolaryngology. He was a Fellow of 
the American Academy of Ophthalmology 
and Otolaryngology, and a member of 
the Pacific Coast Oto-Ophthalmological 
Society; the Royal Society of Ophthal- 
mology and Otolaryngology; Long Beach 
Eye, Ear, Nose and Throat Society; the 
American Medical Association, and state 
and local medical societies. He had 
served as past president of the Long 
Beach Eye, Ear, Nose and Throat So- 
ciety. He was a past secretary and chair- 
man of the Los Angeles Society of Oph- 
thalmology and Otolaryngology, and of 
the Harbor District of the Los Angeles 
County Medical Association. Dr. Bran- 
denburg also held membership in many 
lay organizations interested in public 
health. 


Dr. Brandenburg died in Long Beach, 
California, on March 10, 1959. He is sur- 
vived by his wife, Yvonne Brandenburg, 
a son, William, and a daughter, Anita. 


EVERETT HAYDEN BROOKS 
Dr. Everett Hayden Brooks, a Life 
Fellow of the American Academy of 
Ophthalmology and Otolaryngology, died 
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in Bloomington, Wisconsin, December 17, 
1958, at the age of 86 years. 


Everett Hayden Brooks was born in 
Bloomington, Wisconsin, on September 5, 
1872. He received his degree as Doctor 
of Medicine from Appleton Medical Col- 
lege in 1897, and began the practice of 
medicine the same year at Indiana Medi- 
cal Springs, Attica, Indiana. After doing 
postgraduate work in Vienna and Lon- 
don in 1901 and 1902, he moved to Ap- 
pleton, Wisconsin, where he limited his 
practice to diseases of the eye, ear, nose 
and throat. Until his retirement he was 
on the staff of St. Elizabeth Hospital in 
Appleton. 


Dr. Brooks was a specialist certificated 
by the American Board of Otolaryngology 
in 1928. He was a Life Fellow of the 
American College of Surgeons and a 
member of the Wisconsin and Upper 
Michigan Society of Ophthalmology and 
Otolaryngology, as well as state and lo- 
cal medical societies. 


Dr. Brooks is survived by two daugh- 
ters, Virginia Brooks Jefferson, presi- 
dent and executive director of The Mil- 
waukee Blood Center, and Mary Brooks 
Schwartzburg Robbins of Bedford, New 
York. 


HOWARD HAMPDEN BURNHAM 

Dr. Howard Hampden Burnham died 
in Toronto, Ontario, Canada, on No- 
vember 16, 1958, at the age of 67 years. 

Howard Hampden Burnham received 
his degree as Doctor of Medicine at the 
University of Toronto in 1914. In 1936 
he was certificated by the American 
Board of Otolaryngology. He was on the 
staff of Toronto General Hospital and an 
associate in otolaryngology at the Uni- 
versity of Toronto. 

Dr. Burnham was a Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology, and a member of 
the Canadian Medical Association. 


LOUIS BERNARD BUSHMAN 
Louis Bernard Bushman was born in 
Omaha, Nebraska, in 1877. He received 
his degree as Doctor of Medicine from 
Creighton University School of Medicine, 
Omaha, in 1903. Postgraduate work in 


ophthalmology was done in Vienna, 
Austria; London, England: and South 
America. 


Dr. Bushman practiced his specialty 
in his native city. He was associated 
with St. Catherine’s Hospital, Douglas 


County Hospital, and Creighton Memorial 
St. Joseph’s Hospital, and was Professor 
Emeritus in Ophthalmology, Creighton 
University School of Medicine. 


Dr. Bushman was certificated by the 
American Board of Otolaryngology in 
1927. He was a Life Fellow of the Ameri- 
can Academy of Ophthalmology and 
Otolaryngology, a fellow of the American 
College of Surgeons, a member of the 
Nebraska Academy of Ophthalmology 
and Otolaryngology, as well as of state 
and local medical societies. 


Dr. Bushman died in his native city 
on December 29, 1958, at the age of 81 
years. He is survived by three sisters and 
two. brothers. 


WILLIAM JAMES CREIGHTON 


Dr. William James Creighton, a Life 
Fellow of the American Academy of 
Ophthalmology and Otolaryngology, died 
at the Lankenau Hospital in Philadel- 
phia, September 21, 1958, at the age of 
76 years. 


Dr. Creighton had received his degree 
as Doctor of Medicine from the Univer- 
sity of Pennsylvania Department of Medi- 
cine at Philadelphia in 1904, and had 
been a member of the staffs of the Ger- 
mantown and Lankenau hospitals, and 
of the Wills Eye Hospital. He was an 
associate member of the American Medi- 
cal Association. 


RALPH ALLISON DAVIS 

Ralph Allison Davis was born on July 
1, 1899, in Holton, Kansas. He attended 
the University of Kansas and received his 
degree of Doctor of Medicine from North- 
western University Medical School in 
1925. His postgraduate work in ophthal- 
mology was done at Cook County Hos- 
pital, Chicago. 

Dr. Davis began his medical practice 
in Chicago in 1926. He was assistant pro- 
fessor of ophthalmology at Northwestern 
University Medical School; consultant in 
ophthalmology for the U. S. Marine Hos- 
pital, Chicago; head of the department 
of ophthalmology and member of the 
staff of the Swedish Covenant Hospital. 
and a member of the staff of Chicago 
Wesley Memorial Hospital. 

Dr. Davis was certificated by the Amer- 
ican Board of Ophthalmology in 1933. He 
was a Fellow of the American Academy 
of Ophthalmology and Otolaryngology, 
and a member of the Chicago Ophthal- 
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mological Society, and of state and local 
medical societies. 


Dr. Davis took a keen interest in mu- 
sic and played several instruments. 


Dr. Davis died in Chicago, December 
10, 1958. He is survived by his wife, 
Doris, and one son, Ralph Allison Davis, 
Il. 


EDWARD JOHN DONNELLY, JR. 

Edward John Donnelly, Jr., was born 
in Philadelphia on April 30, 1906. He 
received his preliminary education at St. 
Joseph’s College in Philadelphia, and 
was granted the degree of Doctor of 
Medicine from Jefferson Medical College 
in 1931. 


Dr. Donnelly began the practice of 
medicine in his native city in 1932, limit- 
ing it to diseases of the eye. He was an 
associate professor of ophthalmology at 
his alma mater, and was atetnding sur- 
geon at Wills Eye Hospital in Philadel- 
phia. He was also on the staff as consul- 
tant ophthalmologist at Philadelphia 
General Hospital. 

{in 1936 Dr. Donnelly was certificated 
by the American Board of Ophthalmolo- 
gy. He was a Fellow of the Philadelphia 
College of Physicians, and of the Ameri- 
can College of Surgeons, and a member 
of state and local medical societies. 

Dr. Donnelly died on October 11, 1958, 
in Philadelphia. He is survived by his 
wife, Mae, a son, Edward J., III, and 
two daughters, Mary M., and Terrence P. 


HORACE GREELEY DWIGGINS 

Horace Greeley Dwiggins, who was 
born in Kansas City, Kansas, on March 
17, 1909, died at his home in Tuskegee 


Institute, Tuskegee, Alabama, on Sep- 
tember 30, 1958. 
Dr. Dwiggins had received his pre- 


liminary education at Lincoln Univer- 
sity in Pennsylvania in 1930, and his 
degree of Doctor of Medicine from Me- 
harry Medical College, Nashville, Ten- 
nessee, in 1934. 

After serving as Resident Surgeon at 
Wheatley Provident Hospital, Kansas 
City (1935-37) and at Veterans Adminis- 
tration Hospital, Tuskegee, Alabama, in 
1938, Dr. Dwiggins did postgraduate 
work in ophthalmology at Veterans Ad- 
ministration Hospital, the Bronx; Bil- 
lings Hospital, Chicago, and the Uni- 
versity of Illinois School of Medicine. 
From 1942 to 1946 Dr. Dwiggins served 
as Lieutenant Colonel in the U. S. Army 
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Medical Corps and was on active duty 
from 1944 to 1946. 


At the time of his death, Dr. Dwiggins 
was ophthalmologist for the Veterans 
Administration Hospital, Tuskegee, Ala- 
bama, and for the Alabama State De- 
partment of Rehabilitation. He was Con- 
sultant at John Andrew Memorial Hos- 
pital, Tuskegee Institute, and an instruc- 
tor of ophthalmology at the Tuskegee In- 
stitute School of Nursing. 


Certificated by the American Board 
of Ophthalmology in 1949, Dr. Dwiggins 
was a Fellow of the American Academy 
of Ophthalmology and Otolaryngology 
and of the American College of Sur- 
geons. He was also a member of the 
Association for Research in Ophthalmolo- 
gy, the National Medical Association, and 
the American Medical Association. 


Dr. Dwiggins is survived by his wife, 
three sons and one daughter. 


NORMA BERTHA ELLES 
Dr. Norma Bertha Elles, a Life Fellow 
of the American Academy of Ophthal- 
mology and Otolaryngology, died in 
Houston, Texas, on January 12, 1959. 


Norma Bertha Elles was born in Ev- 
ansville, Indiana, on June 30, 1884. She 
received her degree of Doctor of Medi- 
cine from the University of Michigan in 
1906, and began the practice of medicine 
in Houston, Texas, in 1907. 


Dr. Elles specialized in diseases of the 
eye. She took postgraduate work under 
Dr. E. V. L. Brown at the Illinois Eye 
and Ear Infirmary, Chicago, and under 
Dr. John Wheeler at Cornell; at Bor- 
deaux University Hospital in France; 
with Dr. Ernst Fuchs in Vienna, and at 
the Royal Ophthalmic Hospital, Lon- 
don, England. 


Dr. Elles was professor of clinical 
ophthalmology at Baylor University 
School of Medicine. She was an active 
staff member of Hermann Hospital and 
of Memorial Hospital in Houston, and 
was on the consulting staff of Jefferson 
Davis Hospital. 

Dr. Elles retired in 1952 and moved 
to Kalamazoo, Michigan. In 1956-57 she 
assisted in setting up the eye department 
of the Albert Schweitzer Hospital at St. 
Mare in Haiti. 


Dr. Elles was certificated by the Amer- 
ican Board of Ophthalmology in 1921. 
She was a member of the American Oph- 
thalmological Society, of the Association 
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for Research in Ophthalmology, and of 
state and local medical societies. 

Dr. Elles is survived by one sister, 
Mrs. H. North, Kalamazoo, Michigan. 


JOSEPH NORMAN ELLIOTT 

Joseph Norman Elliott was born May 
12, 1894, in Chicago, Illinois. He was a 
graduate of the Illinois Wesleyan Uni- 
versity, Bloomington, Illinois, and re- 
ceived his degree as Doctor of Medicine 
from Northwestern University Medical 
School in 1921. Graduate work in oph- 
thalmology and otolaryngology was pur- 
sued at Harvard Medical School. 

In 1926 Dr. Elliott began the general 
practice of medicine in Bloomington, II- 
linois. After 1929 his practice was lim- 
ited to the specialties of ophthalmology 
and otolaryngology. He was an instructor 
in the Nurses Training School, Brokaw 
Hospital, Normal, Illinois, and was on 
the staffs of Brokaw Hospital and Men- 
nonite Hospital. 

Dr. Elliott was certificated by the 
American Board of Otolaryngology in 
1937. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology and of the Academy-Interna- 
tional of Medicine. He was also a mem- 
ber of the American Medical Association 
and of state and local medical societies. 

A chief interest of Dr. Elliott was ath- 
letics, and he had served as a Varsity 
basketball coach at Northwestern Uni- 
versity, freshman football coach at 
Northwestern University, and football 
coach at Wesleyan University. 

Dr. Elliott died in Bloomington, IIli- 
nois, on January 22, 1959. He is sur- 
vived by his wife, Alice Marquis Elliott, 
a daughter and three sons. 


THOMAS HOLMES EMMENS 

Thomas Holmes Emmens, who was 
born in Medford, Oregon, on November 
2, 1912, died in Eugene, Oregon, on 
November 9, 1958, age 46 years. He re- 
ceived his degree as Doctor of Medicine 
from the University of Oregon Medical 
School, Portland, in 1939. 

After doing postgraduate work in oph- 
thalmology at the University of Pennsyl- 
vania Graduate School and University of 
Oregon Medical School Hospital and 
Clinics, Dr. Emmens began the practice 
of his specialty in 1948 in Medford, Ore- 
gon, where he was on the staffs of the 
Rogue Valley Memorial Hospital, and 


Sacred Heart Hospital and Community 
Hospital. 

Dr. Emmens was certificated by the 
American Board of Ophthalmology in 
1948. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, of the Pacific Coast Oto-Oph- 
thalmological Society and of the Oregon 
Academy of Ophthalmology and Otolar- 
yngology. He had served as president of 
the Southern Oregon Medical Society. 

Dr. Emmens is survived by his wife, 
Leah, and four sons. 


MERTON A. FARNSWORTH 
The Academy has been informed of 
the death of Dr. Merton A. Farnsworth, 
a Life Fellow of the American Academy 
of Ophthalmology and Otolaryngology, 
in La Junta, Colorado. 


RALPH BRYAN FAST 

Ralph Bryan Fast was born in St. 
Mary’s, Ohio, on October 24, 1897. In 
1922 he received a degree as Doctor of 
Medicine from the University of Michi- 
gan Medical School in Ann Arbor, and 
returned to his alma mater for a residen- 
cy in otolaryngology from 1923 to 1926. 

Dr. Fast began the practice of his 
specialty in Kalamazoo, Michigan, where 
he was on the staffs of Bronson Method- 
ist Hospital and Borgess Hospital. He 
was consultant aurist at Kalamazoo 
State Hospital. 

In 1927 Dr. Fast was certificated by 
the American Board of Otolaryngology. 
He was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryn- 
gology, and a member of the Southwest- 
ern Michigan Triological Society, and of 
the Kalamazoo Academy of Medicine, of 
which he was a past-president. He also 
held membership in the American Medi- 
cal Association and in state and local 
medical societies. 

Dr. Fast died on March 24, 1959. 


RALPH ALBERT FENTON 

Dr. Ralph Albert Fenton, a Life Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology, died in 
Portland, Oregon, on November 2, 1958. 

Ralph Albert Fenton was born in La- 
fayette, Oregon, on November 5, 1880. 
He was a graduate of the University of 
Oregon and received his degree of Doc- 
tor of Medicine from the Northwestern 
University Medical School in 1906. He 
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continued his study at the Illinois Eye 
and Ear Infirmary, Chicago. 


Dr. Fenton began the practice of medi- 
cine at Portland, Oregon, in 1907. In 
1911 he joined the faculty of the Uni- 
versity of Oregon Medical School, and in 
1927 he was made professor and head 
of the department of otolaryngology. He 
was a professor emeritus of the Univer- 
sity at the time of his death. He had 
served on the staffs of the Physicians 
Hospital, Doernbecher Memorial Hospital 
for Children, Oregon University Hospi- 
tals, Portland Sanitarium and Hospital, 
and St. Vincent’s Hospital. 


Dr. Fenton was certificated by the 
American Board of Ophthalmology in 
1921. He was a Fellow of the American 
College of Surgeons and a member of the 
American Laryngological Society; the 
American Otological Society; American 
Laryngological, Rhinological and Otolog- 
ical Society; American Medical Associa- 
tion, and many state and local medical 
organizations. 


In 1927, Dr. Fenton served as a Vice- 
President of the American Academy of 
Ophthalmology and Otolaryngology. He 
was a member of the Council of the 
Academy from 1931 to 1934, and its Sec- 
retary for Public Relations from 1935 
through 1939. 


In recognition of his work in the field 
of medicine, Dr. Fenton received the 
Casselberry Prize of the American Lar- 
yngological Association in 1928, and the 
DeRoaldes Medal in 1943. In the same 
year he received an honorary degree of 
science from the University of Oregon. 
He was a member of the House of Dele- 
gates of the American Medical Associa- 
tion, 1932 to 1935; chairman of the sec- 
tion of Laryngology, Otology and Rhin- 
ology of the Association from 1935 to 
1936, and a member of its Board of 
Trustees from 1927 to 1942. In 1931 he 
was the United States delegate to the 
International Congress at The Hague. 


Dr. Fenton was head of the Portland 
chapter of the Military Order of World 
War |. During World War I he served as 
a Major in many sectors of France, and 
in the Army of Occupation in Germany. 
He was awarded the rank of Colonel in 
the Reserves. 


Dr. Fenton is survived by 
Mabel Copley-Smith Fenton. 


his wife, 


ROGER R. FLICKINGER 

Roger R. Flickinger was born on 
March 31, 1901, in Waterloo, Iowa. His 
undergraduate education was received at 
the University of Iowa, and he was 
granted a degree as Doctor of Medicine 
from the State University of lowa Col- 
lege of Medicine, Iowa City, in 1927. His 
postgraduate work in the specialty of 
otolaryngology was done at Henry Ford 
Hospital in Detroit from 1928 to 1932. 

Dr. Flickinger began the practice of 
medicine at Nogales, Arizona, in 1932, 
but moved to Mason City, lowa, within a 
short time to become a member of the 
Park Hospital Clinic staff. His practice 
was interrupted in 1943 by service in 
the Armed Forces. Since 1948 he had 
maintained a private practice in Mason 
City. 

In 1944, Dr. Flickinger was certificated 
by the American Board of Otolaryngolo- 
zy. He was a Fellow of the American 
Academy of Ophthalmology and Oto- 
laryngology, and of the American Col- 
lege of Surgeons. He also held member- 
ship in the lowa State Society of Oph- 
thalmology and Otolaryngology, in the 
American Medical Association, and in 
state and local medical societies. 

Dr. Flickinger died at his home in 
Mason City on June 10, 1959. He is sur- 
vived by his wife, Hilda Manatt Flick- 
inger, a son, Robert R. Flickinger, Jr., 
a medical student at the University of 
Iowa, and a daughter, Suzanne. 


ULRICH ALFRED FRITSCHI 

Ulrich Alfred Fritschi was born in 
Phoenix, Arizona, on March 14, 1908. He 
received the degree of Doctor of Medicine 
from the University of California School 
of Medicine, San Francisco, in 1941, and 
served as a resident in ophthalmology at 
his alma mater. 

For three years following his post- 
graduate work he served as a Major in 
the Medical Corps of the Army of the 
United States. Since 1947 he has prac- 
ticed the specialty of ophthalmology in 
Sacramento, California, where he was on 
the staffs of Mercy Hospital and Sutter 
General Hospital, and was visiting phy- 
sician at Sacramento County Hospital. 

In 1944 Dr. Fritschi was certificated by 
the American Board of Ophthalmology. 
He was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy, and a member of the Association for 
Research in Ophthalmology, the Pacific 
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Coast Oto-Ophthalmological Society, the 
American Medical Association, and state 
and local medical societies. 

Dr. Fritschi died in Sacramento on 
April 5, 1959. He is survived by his wife, 
Rosemary Fritschi, and two sons. 


WATSON W. GAILEY 

Dr. Watson W. Gailey, a Life Fellow 
of the American Academy of Ophthal- 
mology and Otolaryngology, died in 
Bloomington, Illinois, on January 139, 
1959. 

Watson W. Gailey was born in Ash- 
land, Illinois, on September 7, 1882. He 
received his degree of Doctor of Medi- 
cine from the College of Physicians and 
Surgeons of Chicago, School of Medicine 
of the University of Illinois, in 1904. 
Postgraduate work in ophthalmology was 
done in Austria, England, France, Ger- 
many and India. 


Dr. Gailey began the practice of medi- 
cine in the South Chicago Branch of the 
Illinois Steel Company in 1907. In 1908 
he moved to Bloomington, Illinois, where 
he practiced until his death. He was the 
founder and chief ophthalmologist of the 
Gailey Eye Clinic. He also served on the 
staff of the Mennonite Hospital in Bloom- 


ington. He was an associate professor in 
the special education department of the 
Illinois State Normal University. 
Certificated by the American Board of 
Ophthalmology in 1938, Dr. Gailey was 
a fellow of the American College of Sur- 
geons, and a member of the Pan-Ameri- 


can Association of Ophthalmology, the 
Pan-Pacific Surgical Association, the 
American Association of Industrial Sur- 
geons, the Association of American Phy- 
sicians and Surgeons, the Chicago Oph- 
thalmological Society, the American 
Medical Association, and state and local 
medical societies. 

Dr. Gailey had an international repu- 
tation as an eye specialist. In 1931 he 
spent several months in Northern India 
working with Dr. Martha Das at the in- 
vitation of the British Army. In 1946 
he served as consultant for an expedition 
of doctors and entomologists hired by 
the Pan-American Sanitary Bureau to 
study a peculiar blindness among coffee 
workers. In 1949 he attended the first 
International Congress on Corneal Trans- 
plantation of the Eye in New York City. 
In the same year the Watson Gailey Eye 
Foundation was granted a charter of in- 
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corporation as a nonprofit organization 
for the State of Illinois. 

Dr. Gailey is survived by his wife, 
Louise Huffaker Gailey, and one daugh- 
ter, Mrs. Janet Gailey Branch. 


HAROLD JAMES GIBBY 

Harold James Gibby was born in 
Princeton, New Jersey, on July 1, 1882. 
He received the degree of Doctor of 
Medicine from the University of Penn- 
sylvania School of Medicine in 1908, and 
took a residency in otolaryngology at St. 
Luke’s Hospital, New York, in 1916. 

Dr. Gibby began the practice of medi- 
cine in Pittston, Pennsylvania, in 1908, 
but following his special training in oto- 
laryngology he moved to Worcester, 
Massachusetts, where he was on the staff 
of Worcester Memorial Hospital until 
his death on March 2, 1959. 

Dr. Gibby was certificated by the 
American Board of Otolaryngology in 
1925. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, and held membership in the 
New England Oto-Laryngological Society, 
the American Medical Association, and 
state and local medical societies. 

Dr. Gibby is survived by his wife, and 
one daughter, Nancy. 


HAROLD MOORE GRIFFITH 

Harold Moore Griffith was born in 
Cessna, Bedford County, Pennsylvania, 
on June 5, 1898. He received his degree 
of Doctor of Medicine from George Wash- 
ington University School of Medicine in 
1920. His postgraduate work in ophthal- 
mology was done at New York Post 
Graduate School, Columbia University. 
He also studied at the Fuchs’ Clinic, 
Vienna, Austria, under Dr. Lindner, in 
1929. 

Dr. Griffith began the practice of medi- 
cine with the Public Health Service, Bal- 
timore, Maryland, in 1922. Since 1925 
he had limited his practice to diseases of 
the eye. He served on the staffs of Wind- 
ber Hospital, and Conemaugh Valley Me- 
morial Hospital. He was consultant in 
ophthalmology to the Johnstown plants 
of the Bethlehem Steel Company, the 
U. S. Steel Company, and the National- 
U. S. Radiator Company. 

Dr. Griffith was certificated by the 
American Board of Ophthalmology in 
1928. He was a Senior Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology. He was also a 
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fellow of the Pennsylvania Academy 
of Ophthalmology and Otolaryngology 
and a member of the Western Penn- 
sylvania Eye, Ear, Nose and Throat So- 
ciety, Pittsburgh Ophthalmological So- 
ciety, Pan-American Association of Oph- 
thalmology, Pan-Pacific Surgical Society, 
the American Medical Association, and 
state and local medical societies. He had 
served as president of the Western Penn- 
sylvania Eye, Ear, Nose and Throat So- 
ciety, and of the Cambrin County Medical 
Society. 

Dr. Griffith died in Johnstown, Penn- 
sylvania, on March 26, 1959. He is sur- 
vived by his wife, Florence Goggin Grif- 
fith, and one daughter, Catherine Ann. 


JACOB FRANKLIN GSELL 

Dr. Jacob Franklin Gsell, a Life Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology, died in 
Wichita, Kansas, February 12, 1959. 

Jacob Franklin Gsell was born in Mor- 
rison, Illinois, April 30, 1873. He re- 
ceived the degree of Doctor of Medicine 
from Rush Medical College, Chicago, in 
1895 and did his postgraduate work at 
the New York Eye and Ear Infirmary 
and at Moorfields Hospital, London, Eng- 
land. 

Dr. Gsell began the practice of medi- 
cine in Kansas in 1895 and had been on 
the staff of the hospital in Wichita for 
many years. 

Dr. Gsell was the first president of 
Sedgwick County Medical Society in 
1903. In 1937 he served as president of 
the Kansas Medical Society. He was a 
fellow of the American College of Sur- 
geons and a member of the American 
Medical Association and of state and local 
medical societies. 

Dr. Gsell is survived by his wife, Ellen 
B. Gsell, three daughters, and one son, 
Dr. George F. Gsell, who is also a Fellow 
of the Academy. 


JOHN PARKINSON HARBERT 

John Parkinson Harbert, who was born 
in Yelveston, Ohio, on July 3, 1874, died 
at Bellefontaine, Ohio, October 18, 1958, 
aged 84 years. 

Dr. Harbert received the degree of 
Doctor of Medicine from the Medical Col- 
lege of Ohio, Cincinnati, in 1898, and be- 
gan the practice of medicine in Belle- 
fontaine the same year. He continued his 
practice until two weeks before his death, 
For twenty-five years he conducted his 


own Eye, Ear, Nose and Throat Hos- 
pital in Bellefontaine. 

Dr. Harbert had done postgraduate 
work in ophthalmology at the New York 
Post-Graduate Medical School, Massa- 
chusetts Eye and Ear Infirmary, and 
Potomac University. He had served as 
professor of ophthalmology at Eclectic 
Medical College, Cincinnati, Ohio, and 
the Medical College of Indiana at In- 
dianapolis. 


Dr. Harbert was a Life Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology. He was also a fvllow 
of the American College of Surgeons and 
a member of the American Medical As- 
sociation and of state and local medical 
societies. He was a past-president of the 
Logan County Medical Society. 


Dr. Harbert is survived by his wife, 
Ena Belle Harbert, and two sons, John 
C. and Edward D. 


BERT EUGENE HEMPSTEAD 

Dr. Bert Eugene Hempstead, a Life 
Fellow of the American Academy of Oph- 
thalmology and Otolaryngology, died in 
Rochester, Minnesota, April 16, 1959. 

Bert Eugene Hempstead was born in 
Bloomington, Illinois, January 28, 1884. 
He received the Bachelor of Arts degree 
from Illinois Wesleyan University in 
1906, and a degree of Doctor of Medi- 
cine from the University of Michigan 
Department of Medicine and Surgery, 
Ann Arbor, in 1910. After serving an in- 
ternship at the Northern Pacific Bene- 
ficial Association Hospital in Brainerd, 
he went to Europe for graduate training, 
and studied at the University of Vienna. 

After returning to this country, Dr. 
Hempstead practiced for a short time 
at Duluth, Minnesota, and at Miles City, 
Montana, before joining the staff of the 
Mayo Clinic in 1921. At the time he 
joined the Clinic staff, he also was ap- 
pointed an instructor in otolaryngology 
and rhinology in the Mayo Foundation 
Graduate School of the University of 
Minnesota. He was advanced to assistant 
professor in 1923, and to associate pro- 
fessor in 1931. Dr. Hempstead retired 
from active practice in 1950. 

In 1925 Dr. Hempstead was certifi- 
cated as a specialist in diseases of the 
ear, nose and throat by the American 
Board of Otolaryngology. He was a fel- 
low of the American College of Surgeons 
and a member of the American Laryn- 
gological and Rhinological and Otologic- 
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al Society, the American Otological So- 
ciety, the Society of Sigma Xi, the Ameri- 
can Medical Association, and state and 
local medical societies. 

Dr. Hempstead is survived by his 
wife, two sons, and a daughter. 


WILLIAM HOWARD HEINE 

William Howard Heine, who was born 
in Reading, Pennsylvania, in 1877, died 
in Fremont, Nebraska, January 24, 1959, 
at the age of 81 years. 

Dr. Heine received the degree of Doc- 
tor of Medicine from the University of 
Nebraska College of Medicine, Omaha, in 
1905. He served as a resident in Man- 
hattan Eye and Ear Infirmary, New York, 
in 1923-24, and did postgraduate work 
at the Eye Hospital, Klagenfort, Austria, 
in 1928. 

Dr. Heine was on the staff of Dodge 
County Community Hospital in Fremont. 

Certificated by the American Board of 
Otolaryngology in 1938, Dr. Heine was 
a Fellow of the American Academy of 
Ophthalmology and Otolaryngology, and 
a member of the American Medical As- 
sociation and of state and local medical 
societies. 


LLEWELLYN E. HETRICK 

Llewellyn E. Hetrick was born in Lan- 
caster, Pennsylvania, December 11, 1875. 
He received the degree of Doctor of Med- 
icine from Hahnemann Medical College 
and Hospital, Philadelphia, in 1898. He 
pursued postgraduate work at the New 
York Ophthalmic Hospital, from which 
he received the degree of Surgeon of 
the Eye and Ear in 1906. 

Dr. Hetrick was a professor and di- 
rector of the department of otolaryn- 
gology at the New York Medical College. 
He was consultant in otolaryngology at 
Flower and Fifth Avenue Hospitals, and 
at the New York Polyclinic Medical 
School and Hospital. He served on the 
staffs of the Metropolitan, and Flower 
and Fifth Avenue Hospitals. 

Dr. Hetrick retired about ten years 
ago to Hampton, Connecticut, where he 
had maintained a summer home for many 
years. He continued his practice in Hamp- 
ton until he was taken ill. 

In 1925 Dr. Hetrick was certificated by 
the American Board of Otolaryngology. 
He was a Life Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology and a fellow of the American 
College of Surgeons. He also held mem- 


bership in the New York Academy of 
Medicine, the American Medical Associa- 
tion, and state and local medical so- 
cieties. 

Dr. Hetrick died in Colchester, Con- 
necticut, on January 20, 1959, aged 8&3 
years. He is survived by his wife, Mabel 
Barnard Hetrick. 


CLIFTON EARLE HIGH 

Dr. Clifton Earle High died in Pampa, 
Texas, on May 10, 1959, aged 59 years. 

Clifton Earle High received his degree 
as Doctor of Medicine from Baylor Uni- 
versity College of Medicine, Dallas, in 
1924. He engaged in the practice of oph- 
thalmology in Pampa, where he was 
associated with Highland General and 
Worley Memorial hospitals. He was also 
a consultant at Wellington Hospital. 

Dr. High was certificated by the Ameri- 
can Board of Ophthalmology in 1935. He 
was a Fellow of the American Academy 
of Ophthalmology and Otolaryngology, 
and a member of the American Medical 
Association, and of state and local medi- 
cal societies. 


ARMENIOUS CLEMENTS HOBBS, JR. 

Armenious Clements Hobbs, Jr., was 
born in Cataula, Georgia, on January 27, 
1920. He received the degree of Doctor 
of Medicine from University of Georgia 
School of Medicine in Augusta, Georgia, 
in 1946. After serving as a captain in 
the Medical Corps of the United States 
Army during 1948 and 1949, he entered 
a residency in ophthalmology at Thigpen- 
Cater Eye Clinic of Jefferson-Hillman 
University Hospital at Birmingham, Ala- 
bama. 

Dr. Hobbs engaged in the practice of 
his specialty in Columbus, Georgia, 
where he was on the staffs of Columbus 
City and St. Francis hospitals. He was 
also consultant at the Station Hospital 
at Ft. Benning, Georgia, and at the Vet- 
erans Administration Hospital at Tus- 
kegee, Alabama. 

In 1954 Dr. Hobbs was certificated by 
the American Board of Ophthalmology. 
He was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryn- 
gology, and of the American College of 
Surgeons. He also held membership in 
the Association for Research in Ophthal- 
mology, in the Georgia Society of Oph- 
thalmology and Otolaryngology, in the 
American Medical Association, and in 
state and local medical societies. 
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The death of Dr. Hobbs occurred in 
Columbus, Georgia, on May 8, 1959. He 
is survived by his mother, Mrs. A. C. 
Hobbs, Sr., and one sister. 


GEORGE ESPLIN HODGE 

George Esplin Hodge was born in 
Cornwall, Ontario, in 1893. He received 
the degree of Doctor of Medicine from 
McGill University in 1915. Following his 
internship and a year as senior house 
surgeon at Montreal General Hospital, 
he went to England and Scotland for 
postgraduate study. During this time he 
held appointments at the Central London 
Ophthalmic Hospital, and at the Royal 
Infirmary in Edinburgh, Scotland. Furth- 
er postgraduate work in otolaryngology 
was done in Vienna, Bordeaux and 
Zurich. 

In 1928 Dr. Hodge was appointed to 
the directorship of the department of 
otolaryngology of Montreal General Hos- 
pital, a position he held until 1948, when 
he retired because of ill health. Follow- 
ing his retirement he continued to be an 
active member of the consulting staff. 
Dr. Hodge also held various teaching ap- 
pointments at McGill University. At the 
time of his retirement in 1948, he was 
associate professor of otolaryngology at 
that institution. 

In 1929 Dr. Hodge was certificated by 
the American Board of Otolaryngology. 
He was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryn- 
gology, of the Royal College of Surgeons 
(Canada), and of the American College 
of Surgeons. He was a member of the 
Canadian Otological Society, and of the 
International Congress of Otolaryngolo- 
gy. He was founder and first president 
of the Lafleur Reporting Society, and had 
assisted in the organization of the Sec- 
tion of Otolaryngology of the Montreal 
Medico-Chirurgical Society, and of the 
Canadian Otolaryngological Society. He 
had the honor of being the first president 
of the latter Society. 

Dr. Hodge died in Montreal, Canada, 
on October 10, 1958. He is survived by 
his wife, Margaret Hodge, and two 
daughters. 


VIRGIL EUGENE HOLCOMBE 
Virgil Eugene Holcombe was born in 
Lumberton, North Carolina, on October 
2, 1894. He received his degree of Doc- 
tor of Medicine from the Medical Col- 
lege of South Carolina, Charleston, in 


1919, and did postgraduate work at the 
University of Vienna, Austria. In 1922 
he began the practice of his specialty in 
Logan, West Virginia. Since 1931 he had 
maintained a practice in Charleston, 
West Virginia, and was on the staffs of 
the Charleston General Hospital, Mc- 
Millan Hospital and Mountain State Hos- 
pital. 


Dr. Holcombe was certificated by the 
American Board of Otolaryngology in 
1940. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, and of the American College of 
Surgeons. He also held membership in 
the West Virginia Academy of Ophthal- 
mology and Otolaryngology; the South- 
ern Medical Association: the American 
Medical Association and state and local 
medical societies. 


Dr. Holcombe died at his home in 
Charleston, West Virginia, April 28, 
1959. He is survived by his wife, Helen 
Davis Holcombe, and one daughter. 


JOHN GILL HOLLAND 
John Gill Holland was born on October 
6, 1902. He received the degree of Doctor 
of Medicine from the University of Ten- 
nessee College of Medicine at Memphis 
in 1933. 


Dr. Holland limited his practice to 
ophthalmology and otolaryngology. He 
served on the staffs of Virginia Baptist, 
Lynchburg, and Memorial hospitals, 
Lynchburg, Virginia. 

In 1941 Dr. Holland was certificated 
by the American Board of Otolaryngolo- 
gy. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, and a member of the Virginia 
Society of Ophthalmology and Otolaryn- 
gology, of the American Medical Asso- 
ciation, and of state and local medical 
societies. At the time of his death he was 
president elect of the Lynchburg Acad- 
emy of Medicine. 

Dr. Holland died in Lynchburg on De- 
cember 24, 1958. 


CHARLES ISAAC JOHNSON 

Charles Isaac Johnson was born in 
Rutledge, Alabama, June 1, 1898. He 
attended the University of Alabama and 
received his degree as Doctor of Medicine 
from the University of Virginia at Char- 
lottesville, Virginia, in 1923. He engaged 
in the general practice of medicine for 
four years before doing postgraduate 
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work in otolaryngology at the Massachu- 
setts Ear and Eye Infirmary. 

Dr. Johnson served on the instruc- 
tional staff of Harvard Medical School 
from 1930 to 1937. He was chief otolo- 
gist at Faulkner Hospital, Channing 
Home, and Peabody Home for Crippled 
Children. He was also on the staffs of 
Children’s, Brooks, Framingham, Win- 
throp, and Chelsea Naval hospitals. 

Dr. Johnson was certificated by the 
American Board of Otolaryngology in 
1931. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, and a member of the American 
Laryngological, Rhinological and Otolog- 
ical Society, the New England Otological 
Society, the American Medical Associa- 
tion, and state and local medical so- 
cieties. 

Dr. Johnson died in Boston, Massa- 
chusetts, September 30, 1958. He is sur- 
vived by his wife, Ravida E. Johnson 
of Chestnut Hill, Massachusetts, and one 
son. 


GEORGE THOMAS JORDAN 

George Thomas Jordan was born in 
Vermillion, South Dakota, on May 17, 
1876. He received the degree as Doctor 
of Medicine from Northwestern Univer- 
sity Medical School, Chicago, in 1905, 
and took postgraduate work in otolaryn- 
gology in Vienna, Austria. 

For many years Dr. Jordan practiced 
the specialty of otolaryngology in Chica- 
go, where he was on the faculty of Loy- 
ola University Medical School, and held 
teaching appointments at Northwestern 
University Medical School and Stritch 
School of Medicine. In 1944 Dr. Jordan 
returned to his native city to become 
professor of otolaryngology and oph- 
thalmology at the University of South 
Dakota School of Sciences. He served as 
chief of the medical staff of Dakota Hos- 
pital. In 1957 the University presented 
Dr. Jordan with a distinguished service 
award in recognition of his many years 
of service devoted to clinical instruction 
in the fields of ophthalmology and oto- 
laryngology. 

In 1925 Dr. Jordan was certificated by 
the American Board of Otolaryngology. 
He was a Life Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, and a fellow of the American 
College of Surgeons. 

Dr. Jordan died in Vermillion on May 
17, 1959, at the age of 83 years. He is 
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survived by his wife, Helen Hall Jordan, 
a daughter. and two sons. 


THEODORE SIMON KAMMERLING 

Dr. Theodore Simon Kammerling died 
in Bellwood, Illinois, on November 30, 
1958, at the age of 77 years. 


Theodore Kammerling was born in 
Rushville, Indiana, in 1881, and received 
the degree of Doctor of Medicine from 
the College of Physicians and Surgeons 
of Chicago, School of Medicine of the 
University of Illinois, in 1904. 


Dr. Kammerling served on the staff 
of the Chicago Eye, Ear, Nose and Throat 
Hospital. 

In 1934 Dr. Kammerling was certifi- 
cated by both the American Board of 
Ophthalmology and the American Board 
of Otolaryngology. He was a Senior Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology, and of 
the International College of Surgeons, as 
well as a member of the American Medi- 
cal Association and of state and local 
medical societies. 


EDWARD FRANCIS LAWLOR 

Edward Francis Lawlor was born in 
Boston, Massachusetts, on September 4, 
1911. He received his degree as Doctor 
of Medicine from Boston University 
School of Medicine, and did postgraduate 
work at the Massachusetts Eye and Ear 
Infirmary and at the Manhattan Eye, 
Ear, Nose and Throat Hospital. 

During World War II, Dr. Lawlor 
served as a flying surgeon. He spent three 
years in China and India with General 
Chennault’s Flying Tigers. Upon his re- 
turn he began the practice of medicine 
in Waltham, Massachusetts, where he 
was on the staff of Waltham Hospital. 
He was assistant surgeon at the Massa- 
chusetts Eye and Ear Infirmary in Bos- 
ton. 

Dr. Lawlor was certificated by the 
American Board of Otolaryngology in 
1942. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, and a member of the National 
Board of Medical Examiners of the Unit- 
ed States, of the American Medical As- 
sociation, and of state and local medical 
societies. 

br. Lawlor was a well-known breeder 
of sled dogs, specializing in Siberian 
huskies and Alaskan malamutes. Several 
of his trained malamutes accompanied 
the late Admiral Richard Byrd on his 
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Operation Deep Freeze trip to the South 
Pole in 1955. His dogs won many ribbons 
in dog shows and he, as driver of his dog 
team, won many trophies in sled dog 
races in northern New England and 
Canada. 

Dr. Lawlor died in Waltham, Massa- 
chusetts, on January 27, 1959. He is 
survived by his wife, Edna C. Lawlor. 


HENRY BASSETT LEMERE 


Henry Bassett Lemere was born in 
Manchester, England, February 1, 1872. 
When he was 15 years of age, he emi- 
grated to Manitoba, Canada. He received 
his preliminary education in England and 
in Canada, where he graduated from 
the Normal School] for Teachers, Mani- 
toba. He received his medical degree in 
1898 from the University of Nebraska, 
Omaha, where he was graduated with 
highest honors. He was on the house 
staff of the New York Eye and Ear In- 
firmary in 1899 and 1900 and later took 
postgraduate work in Vienna. 

Returning to Omaha in 1900, Dr. Le- 
mere practiced there until 1930. He was 
associated in practice with Dr. J. M. Ban- 
ister from 1911 to 1928. He was a mem- 
ber of the faculty of the University of 
Nebraska College of Medicine from 1900 
until he left for California in 1930, at 
which time he was head of the depart- 
ment of otolaryngology. He practiced the 
specialties of ophthalmology and otolar- 
yngology in Beverly Hills from 1930 un- 
til his retirement in 1949. 

Dr. Lemere was certificated both by 
the American Board of Ophthalmology 
(1920) and by the American Board of 
Otolaryngology (1925). He was a Life 
Fellow of the American Academy of 
Ophthalmology and Otolaryngology, and 
a senior member of the American Laryn- 
gological, Rhinological and Otological 
Society. In 1936 he organized the Bev- 
erly Hills Academy of Medicine and was 
its first president. 


In World War I, Dr. Lemere was oph- 
thalmologist at U. S. Army Base Hospital 
69 and served both in this country and 
in France. He was consultant in oph- 
thalmology to U. S. Army Hospital Cen- 
ter at Mesves, France. 


Dr. Lemere died at his home in La- 
guna Beach, California, on October 6, 
1958. He is survived by his wife, Louise 
van Gieson Lemere, two sons and a 
daughter. 
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ALFRED LEWY 


Alfred Lewy was born on April 9, 
1873, at Wetumpka, Alabama. He re- 
ceived the degree of doctor of Medicine 
at the Rush Medical College of Univer- 
sity of Chicago in 1898, and began his 
medical practice in Chicago the same 
year. In 1908 he went to Berlin, Ger- 
many, for postgraduate work in oto- 
laryngology. 

Dr. Lewy was formerly on the staff 
at Lllinois Eye and Ear Infirmary, Cook 
County Hospital, Home for the Friend- 
less, and Chicago Memorial Hospital. He 
was attending otolaryngologist at the 
Illinois Charitable Eye and Ear Infirm- 
ary, consultant in otoneurology at Mt. 
Sinai Hospital, and was on the Medical 
Advisory Board for Selective Service. He 
was assistant city physician for the City 
of Chicago for many years. 

Dr. Lewy was certificated by the Amer- 
ican Board of Otolaryngology in 1925. 
He was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryn- 
gology, and of the American College of 
Surgeons. He also held membership in 
the Chicago Laryngological and Otolog- 
ical Society, of which he was a past 
president. He was a member of the Amer- 
ican Laryngological, Rhinological and 
Otological Society, of the American Otol- 
ogical Society, of the American Medical 
Association, and of state and local medi- 
cal societies. 

Dr. Lewy died in Chicago on December 
14, 1958, aged 85 years. He is survived 
by his wife and three sons, Everett, Law- 
rence, and Robert, who is also a Fellow 
of the Academy. 


ALFRED FRANCIS LUHR, SR. 


Alfred Francis Luhr was born in St. 
Mary’s, Pennsylvania, March 28, 1880. 
He received the degree of Doctor of Medi- 
cine from Jefferson Medical College in 
1905, and did postgraduate work in oph- 


thalmology in New York, Philadelphia, 
and Vienna. 
Dr. Luhr began the practice of his 


specialty in Buffalo, New York, in 1910. 
He was chief of Kenmore Mercy Hospital, 
Kenmore, New York, and chief emeritus 
of the Mercy Hospital, Buffalo, New 
York. He was consultant of the Emer- 
gency Hospital, and on the staffs of the 
Buffalo Hospital and Sisters of Charity 
Hospital. He also served as a consultant 
of the U. S. Publie Health Service. 
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In 1928 Dr. Luhr was certificated by 
the American Board of Ophthalmology. 
He was a Senior Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, and a member of the American 
Medical Association, and of state and 
local medical societies. 

Dr. Luhr died in his native city on 
August 4, 1958. He is survived by his 
wife, Agnes H. Luhr, and two sons, Dr. 
Alfred F. Luhr, Jr., and Dr. John P. 
Luhr, who is also a Fellow of the Acad- 
emy. 


ANDREW LOUIS MACMILLAN 

Andrew Louis MacMillan was born in 
Bernard, Vermont, on December 11, 
1882. He received his degree as Doctor 
of Medicine from Harvard Medical 
School, Boston, in 1909, and furthered 
his medical education by postgraduate 
work in otolaryngology at Massachu- 
setts Eye and Ear Infirmary. 

Dr. MacMillan was a member of the 
staff of Margaret Pillsbury General Hos- 
pital, Concord, New Hampshire. From 
1913 to 1948 he had served as president 
of the staff as well as chief of the eye- 
ear, nose and throat service. He also 
served as a consultant of the New Hamp- 
shire Memorial Hospital in Concord, as 
a medical examiner of the Civil Aero- 
nautic Authority, and as Medical Ad- 
visor of the Board of Selective Service. 

In 1937 Dr. MacMillan was certificated 
by the American Board of Otolaryngolo- 
zy. He was a Senior Fellow of the Amer- 
ican Academy of Ophthalmology and 
Otolaryngology, a past-president of the 
New England Ophthalmological Society, 
and a past vice-president of the New 
England Otological and Laryngological 
Society. He was also a member of the 
American Medical Association and of 
state and local medical societies. 

Dr. MacMillan died in Concord on 
June 8, 1959, aged 76 years. 


OSCAR MILTON MARCHMAN 

Born in Jefferson, Texas, on April 5, 
1872, Osear Milton Marchman received 
his degree as Doctor of Medicine from 
the Missouri Medical College, St. Louis 
(now Washington University School of 
Medicine) in 1899. 

Dr. Marchman was formerly on the 
faculty of the Baylor University College 
of Medicine and served on the staff of 
Baylor University Hospital. At the time 
of his death in Dallas on May 25, 1959, 
he was professor emeritus of otoloryn- 
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gology at Southwestern Medical School 
of the University of Texas. He was also 
associated with Medical Arts Hospital 
and Children’s Medical Center. 


In 1934 Dr. Marchman was certificated 
by the American Board of Otolaryngolo- 
gy. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology and of the American College of 
Surgeons. Dr. Marchman had served as 
first president of the Dallas Academy of 
Medicine, which he had helped to or- 
ganize. He was also past-president of the 
Dallas Southern Clinical Society and of 
the Dallas Society of Ophthalmology and 
Otolaryngology. He was the oldest active 
member of the Dallas County Medical 
Society, of which he was a past-presi- 
dent. He also held membership in the 
American Medical Association and in 
state and local medical societies. 


Dr. Marchman was active in civic en- 
terprises relating to health. He had 
served as secretary of the City Board of 
Health, and as president of the Dallas 
chapter of the American Red Cross. He 
had helped organize the Dallas Health 
and Science Museum, of which he was a 
trustee. The Dallas Exchange Club had 
recently presented him the ‘Golden 


Deeds’’ award for his ‘‘unselfish service.”’ 


LOUIS CHARLES MENGER 

Louis Charles Menger was born in 
Brooklyn, New York, October 24, 1887. 
He received the degree of Doctor of Med- 
icine at Long Island College Hospital 
in 1910, and took postgraduate work in 
otolaryngology at the University of Penn- 
sylvania Graduate School. 


In 1912, Dr. Menger began the prac- 
tice of his specialty in his native city. 
He was director of the department of 
otolaryngology at the Evangelical Dea- 
coness Hospital, and at Bushwick Hos- 
pital, and was a member of the Medical 
Board of these hospitals. He was associ- 
ate attending physician of the Brooklyn 
Eye and Ear Hospital. 

Dr. Menger was certificated 
American Board of Otolaryngology in 
1928. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, and of the American College 
of Surgeons. He also held membership 
in the American Medical Association, and 
in state and local medical societies. 

Dr. Menger died in New York on Au- 
gust 19, 1958. He is survived by his wife, 
Elizabeth A. Menger, and two sons, Paul 
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Louis Menger and Dr. Harold Charles’. otology, rhinology and laryngology in 


Menger, who is also a Fellow of the 


Academy. 


ALEXANDER L. MOSHINSKY 


Alexander L. Moshinsky was born in 
Kiev, Russia, October 23, 1895. He re- 
ceived his degree in medicine from the 
University of St. Vladimira Faculty of 
Medicine in Kiev in 1921. 


For many years Dr. Moshinsky has 
practiced his specialty of otolaryngology 
in New York City, where he served on 
the staffs of Trinity, Beth-Israel, and 
Beth David hospitals. He was also a 
member of the staff of New York Post 
Graduate Medical School. 


In 1935 Dr. Moshinsky was certified 
by the American Board of Otolaryngolo- 
zy. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology and of the American College 
of Surgeons. He also held membership 
in the American Medical Association and 
in state and local medical societies. 

Dr. Moshinsky died in North Tarry- 
town, New York, on March 25, 1959. 


JOHN LLEWELLYN MYERS 

Dr. John Llewellyn Myers, a Life Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology, and for 
fifteen years its Secretary of Otolaryngol- 
ogy, died in Wesley Gardens, Des Moines, 
Washington, on May 20, 1959, aged 87 
years. 

John Llewellyn Myers was born in 
Bedford, Missouri, on March 29, 1872. 
He received his degree as Doctor of Med- 
icine from the College of Physicians and 
Surgeons, Medical Department of the 
Kansas City University, Kansas City, 
Kansas, in 1904. 

Following the completion of his medi- 
cal education, Dr. Myers went to Ketchi- 
kan, Alaska, as a medical missionary. He 
was the first president of the Alaskan 
Board of Medical Examiners, of which 
he was an organizer. After ten years he 
returned to the United States and began 
the practice of medicine in Kansas City, 
where he was a member of the staffs of 
St. Mary’s Hospital, Research Hospital, 
and the University of Kansas Medical 
Center of Kansas City, Kansas. He was 
also on the instructional staff of the Uni- 
versity of Kansas School of Medicine in 
Kansas City, Kansas, and held the posi- 
tion of emeritus associate professor of 


that institution at the time of his death. 


Dr. Myers was certificated by the 
American Board of Otolaryngology in 
1925, the year of its founding. He was 
a fellow of the American College of Sur- 
geons and a member of the American 
Association for the Advancement of Sci- 
ence, the American Laryngological As- 
sociation, and the Kansas City O.0.R.L. 
Society, of which he was also a past pres- 
ident. A member of the American Medi- 
cal Association, he served as vice-chair- 
man of its Section of Otology, Laryn- 
gology and Rhinology in 1932 and 1933. 


Dr. Myers joined the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy in 1920. From 1927 until 1942 he 
served as its Secretary for Otolaryngolo- 
gy. He was a member and secretary of 
the Honor Society of the Academy, and 
in 1948 was the Guest of Honor at the 
Annual Meeting. 


LAWRENCE JAMES NACEY 

Lawrence James Nacey was born on 
December 31, 1885, in Oswego, New 
York. He received the degree of Doctor 
of Medicine from Queens University Fac- 
ulty of Medicine, Kingston, Ontario, 
Canada, in 1913, and took postgraduate 
work in otolaryngology at Manhattan 
Eye, Ear and Throat Hospital. 


Dr. Nacey established his practice in 
Rochester, New York, where he was on 
the staff of the hospital of the State Ag- 
riculture and Industrial School. He was 
also associated with St. Mary’s Hospital, 
and for many years served as otologist 
for the public schools of Rochester and 
for the Baltimore and Ohio Railway. 

In 1944 Dr. Nacey was certificated by 
the American Board of Otolaryngology. 
He was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gv, and a member of the American Medi- 
cal Association and of state and local 
medical societies. 

Dr. Nacey died in Rochester on March 
26, 1959, aged 73 years. He is survived 
by his wife, Elisabeth G. Nacey, and one 
son, Lieutenant Lawrence J. Nacey, Jr., 
MC, USNR. 


CARL ABRAHAM NOE 
Carl Abraham Noe was born on August 
2, 1904, in Amana, Iowa. He received a 
degree as Doctor of Medicine from the 
State University of lowa College of Med- 
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icine in 1929. In 1935 he completed a 
residency in otolaryngology in University 
Hospitals in Iowa City; a residency in 
ophthalmology at the same institution 
was completed in 1938. 

Dr. Noe engaged in the practice of oph- 
thalmology and otolaryngology in Cedar 
Rapids, lowa. His practice was inter- 
rupted (1942-1946) by service in the 
Medical Corps of the U. S. Army, in 
which he held the rank of Lieutenant 
Colonel. He was a member of the staffs 
of Mercy Hospital, St. Luke’s Hospital, 
and Methodist Hospital in Cedar Rapids 
at the time of his death, May 26, 1959. 
He was president-elect of the staff of 
St. Luke’s Hospital. 

In 1936 Dr. Noe was certificated by 
the American Board of Otolaryngology, 
and in 1938 he was certificated by the 
American Board of Ophthalmology. He 
was a Fellow of the American Academy 
of Ophthalmology and Otolaryngology, 
and held membership in the Association 
for Research in Ophthalmology, in the 
Iowa Academy of Ophthalmology and 
Otolaryngology, in the American Medical 
Association, and in state and local medi- 
cal societies. He had served as a secre- 
tary-treasurer of the Iowa Academy of 
Ophthalmology and Otolaryngology. 

Dr. Noe is survived by his wife, Eva 
M. Noe, a daughter, Judy Ann, and a 
son, David. 


DWIGHT CHAPMAN ORCUTT 


Dr. Dwight Chapman Orcutt, a Life 
Fellow of the American Academy of Oph- 
thalmology and Otolaryngology, died in 
Chicago, Illinois, on May 13, 1959, at the 
age of years. 

Dwight Chapman Orcutt was born in 
Arcola, Illinois, in 1872. He received the 
degree of Doctor of Medicine from the 
College of Physicians and Surgeons of 
Chicago, School of Medicine of the Uni- 
versity of Illinois (now the University 
of Illinois School of Medicine) in 1901. 
From 1901 until 1904 he did postgradu- 
ate work in ophthalmology and otolaryn- 
gology in London, England, and Vienna, 
Austria. He served as a resident of the 
Royal London Ophthalmic Hospital dur- 
ing part of that time. 

Dr. Orcutt practiced his specialty in 
Chicago, where he was on the staff of 
St. Luke’s Hospital for many years. He 
had also served as chief surgeon of the 
Illinois Eye and Ear Infirmary. 

In 1925 Dr. Oreutt was certificated by 


both the American Board of Ophthal- 
mology and the American Board of Oto- 
laryngology. He was a fellow of the 
American College of Surgeons and a 
member of the American Medical Asso- 
ciation and of state and local medical 
societies. 


NORMAN VERN PETERSON 

Norman Vern Peterson was born in 
Glenwood, Utah, in 1891. He received the 
degree of Doctor of Medicine from 
George Washington University School of 
Medicine in 1922, and did postgraduate 
work at the University of Vienna, Aus- 
tria, and at Polyclinic Hospital, New 
York City. 

Dr. Peterson began the practice of 
his specialty at Harrison, New York, in 
1922. He served on the staff as chief of 
ophthalmology and otolaryngology at 
United Hospital, Port Chester, New 
York, and at Manhattan Eye, Ear and 
Throat Hospital, and Palyclinic Hospital, 
New York. He was attending otologist 
at St. Luke’s Convalescent Hospital, 
Greenwich, Connecticut. 

In 1937 Dr. Peterson was certificated 
by the American Board of Otolaryngolo- 
gv. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, and of the American College 
of Surgeons. He also held membership 
in the American Laryngological, Rhinol- 
ogical and Otological Society, in the 
American Medical Association, and in 
state and local medical societies. 

Dr. Peterson died in Avon Park, Flor- 
ida, January 15, 1959. He is survived 
by his wife, Ivy M. Peterson, and three 
daughters. 


WILLIAM WALLACE REED 

William Wallace Reed was born in 
Mosinee, Wisconsin, April 1, 1880. He 
received the degree of Doctor of Medi- 
cine from Kansas Medical College in 
1905. 

Dr. Reed began the general practice 
of medicine at Blue Rapids, Kansas. Af- 
ter serving as a captain in the Medical 
Corps in World War I, he took postgrad- 
uate work in otolaryngology in Chicago, 
Philadelphia and New York. In 1920 he 
moved to Topeka, where he engaged in 
the practice of his specialty until his 
death on December 22, 1958. He was on 
the staffs of Stormont-Vail Hospital and 
St. Francis Hospital, and served as a 
consultant for the Rock Island Railway. 
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Dr. Reed was a specialist certificated 
by the American Board of Otolaryngolo- 
gy in 1929. He was a Senior Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology, and a fellow of the 
American College of Surgeons. He was 
also a member of the Kansas City So- 
ciety of Ophthalmology and Otolaryngolo- 
gy, of the American Medical Association, 
and of state and local medical societies. 
He served as president of the Shawnee 
County Medical Society. 


Dr. Reed is survived by his wife, 
Ernestine Klein Reed, and two stepsons. 


PAUL WILLIAM RENKEN 

Paul William Renken was born near 
San Antonio, Texas, on March 2, 1907. 
After graduating from the University of 
Texas, he received the degree of Doctor 
of Medicine from the Tulane University 
Medical School, New Orleans, in 1931. 

Dr. Renken began the general practice 
of medicine in Shreveport, Louisiana, in 
1932. From 1939 to 1941 he did post- 
graduate work in ophthalmology at the 
Tulane University Medical School, fol- 
lowing which he became associated with 
the late Dr. W. R. Buffington of New 
Orleans in the practice of ophthalmology. 
He was visiting ophthalmic surgeon at 
the Shreveport Charity Hospital, at the 
Eye, Ear, Nose and Throat Hospital, and 
at the Southern Baptist Hospital, Shreve- 
port. During the years 1942 to 1946 Dr. 
Renken served in the U. S. Navy in 
World War II. He was a captain in the 
Medical Corps in the U. S. Naval Re- 
serves. For several years he served on 
the instructoral staff of Tulane Univer- 
sity Medical School. 

In 1942 Dr. Renken was certificated by 
the American Board of Ophthalmology. 
He was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryn- 
gology, and was one of the founders of 
the New Orleans Academy of Ophthal- 
mology. He was serving as president of 
that organization at the time of his 
death. Dr. Renken was also a member 
of the Louisiana and Mississippi Oph- 
thalmological and Otolaryngological So- 
ciety, the Louisiana Eye, Ear, Nose and 
Throat Association, the American Medi- 
cal Association, and state and local medi- 
cal societies. 

Dr. Renken died in New Orleans on 
November 22, 1958. He is survived by 
his wife, Helene Hayward Renken, and 
one daughter, Joan Renken McKee. 


NECROLOGY 719 


JAMES JOSEPH RICHARDSON 

James Joseph Richardson was born in 
Horse Cave, Kentucky, November 8, 
1881. He received his degree as Doctor 
of Medicine from St. Louis University 
School of Medicine in 1912, and did 
postgraduate work in his specialty at 
the Chicago Eye, Ear, Nose and Throat 
Hospital in 1915, at Tulane University 
School of Medicine in 1918, and at New 
York University and Bellevue Medical 
College in 1922. 

Dr. Richardson began the practice of 
medicine at Fort Worth, Texas, in 1914. 
He served on the staffs of St. Joseph 
Hospital, W. I. Cook Memorial Hospital 
Center for Children, and Harris Method- 
ist Hospital in Fort Worth. 

In 1926 Dr. Richardson was certificat- 
ed by the American Board of Otolaryn- 
gology. He was a Life Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology, and a fellow of the 
American College of Surgeons. He also 
held membership in the Texas Society 
of Ophthalmology and Otolaryngology, 
in the Fort Worth Eye, Ear, Nose and 
Throat Society, in the American Medical 
Association, and in state and local medi- 
cal societies. From 1918 until 1936 he 
served as secretary of the Section on 
Eye, Ear, Nose and Throat of the Texas 
Medical Association. 

Dr. Richardson died in Fort Worth on 
March 7, 1959. He is survived by his 
wife, Margaret Tidwell Richardson, two 
daughters, and four sons. One son, Dr. 
Robert C. Richardson, is also a Fellow 
of the Academy. 

MICHAEL ROSENBLUTH 

Michael Rosenbluth born in 
Austria on April 10, 1880 (or 1881). He 
came with his parents to the United 
States in 1884. In 1902 he received his 
degree as Doctor of Medicine from the 
College of Physicians and Surgeons of 
Columbia University. In 1904 and 1905 
he went to Vienna and Berlin for post- 
graduate work. 

Dr. Rosenbluth began the practice of 
medicine in New York City in 1905. For 
many years he was on the staffs of Har- 
lem and Lebanon hospitals. For twenty- 
three years he was chief of the Otolaryn- 
sology Clinic at Lebanon Hospital. 

Dr. Rosenbluth was certificated by the 
American Board of Otolaryngology in 
1931. He was a Senior Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology, and a member of 
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the American Medical Association and 
of state and local medical societies. 


Dr. Rosenbluth died on March 19, 
1959, in New York City. He is survived 
by his wife, Anne B. Rosenbluth, and 
two sons. 


BERNARD L. SAMUELS 

Dr. Bernard L. Samuels, a Life Fellow 
of the American Academy of Ophthal- 
mology and Otolaryngology, died at 
Wiscasset, Maine, on August 26, 1959. 
He was 80 years of age. 

Bernard Samuels was born in Front 
Royal, Virginia, in 1879. He received his 
degree as Doctor of Medicine from Jef- 
ferson Medical College in Philadelphia 
in 1907, and served an internship in St. 
Mary’s Hospital at Pueblo, Colorado. 
This was followed by postgraduate 
studies in ophthalmology at the Univer- 
sity Clinics in Vienna, Prague and Berlin. 

Most of Dr. Samuels’ clinical work was 
performed at the New York Eye and 
Ear Infirmary, and the Cornell Univer- 
sity Medical College. His appointments 
at these institutions began in 1914 and 
extended until his retirement in 1942, 
interrupted by his service as major in 
the Medical Corps in the American Ex- 
peditionary Forces in France in 1917 
and 1918. On his return from military 
service, Dr. Samuels began a_ private 
practice that became one of the largest 
in New York City. 

For many years Dr. Samuels served as 
editor of the Transactions of the Ameri- 
can Ophthalmological Society. He wrote 
many articles dealing mainly with path- 
ology of the eye, and concluded this 
work by collaborating with Professor 
Adalbert Fuchs in writing a textbook, 
“Clinical Pathology of the Eye,’’ pub- 
lished in 1952. 


For many years Dr. Samuels repre- 
sented the United States on the Inter- 
national Council of Ophthalmology. He 
was responsible for bringing the XVII 
Congress of Ophthalmology to New York 
City in 1954, and was elected president 
of the Congress. In 1957 with the aid 
of the Board of Surgeons and Directors 
of the New York Eye and Ear Infirmary, 
he established the Institute of Ophthal- 
mology of the Americas. In this enter- 
prise he had the support of the late Dr. 
Moacyr Alvaro of Brazil, executive di- 
rector and past-president of the Pan- 
American Association of Ophthalmology. 
He has been successful in aiding the pro- 


fessional education of men from many 
Latin American countries and the United 
States. 

At the time of his death, Dr. Samuels 
was professor emeritus of ophthalmology 
at Cornell University Medical College and 
consulting surgeon and pathologist at 
the New York Eye and Ear Infirmary. 
He was a member of the Board of Di- 
rectors of the National Society for the 
Prevention of Blindness, and an advisor 
of the Pan-American Association of 
Ophthalmology. 

Dr. Samuels had been certificated by 
the American Board of Ophthalmology in 
1927. During the same year he served 
as chairman of the Section of Ophthal- 
mology of the New York Academy of 
Medicine. In 1947 he was a vice-presi- 
dent of the American Academy of Oph- 
thalmology and Otolaryngology, and in 
1948 the American Ophthalmological So- 
ciety selected him as their president. He 
was also a fellow of the International 
College of Surgeons, and of the American 
College of Surgeons, and held member- 
ship in the American Medical Association 
and in state and local medical societies. 

Dr. Samuels is survived by one broth- 
er, Walter Berry Samuels of Syracuse, 
New York. 


WILLIAM EWING SHAHAN 
Dr. William Ewing Shahan, a Life Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology, died in 
Central Lake, Michigan, on August ll, 
1959, at the age of 81 years. 


William Ewing Shahan was born in 
St. Louis, Missouri, in 1877. In 1904 he 
received his degree as Doctor of Medi- 
cine from Washington University School 
of Medicine in St. Louis. 


Dr. Shahan’s entire professional ca- 
reer as an ophthalmologist was in St. 
Louis, where he was on the staffs of 
St. Luke’s, Barnard Free Skin and Can- 
cer, Barnes, St. Louis Children’s, and St. 
Louis Maternity hospitals. At the time 
of his death he was professor emeritus 
of ophthalmology in his alma mater. 

In 1922 Dr. Shahan was certificated by 
the American Board of Ophthalmology. 
He was a fellow of the American Col- 
lege of Surgeons, and a member of the 
American Ophthalmological Society, the 
Association for Research in Ophthalmol- 
ogy, the American Medical Association, 
and state and local medical societies. 
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Dr. Shahan is survived by his son, 
Dr. Philip T. Shahan, who is also a Fel- 
low of the Academy. 


WILLIAM GLOVIER SHEMELEY 

William Glovier Shemeley was born 
in Camden, New Jersey, in 1887. He at- 
tended Swarthmore College and was 
graduated from Hahnemann Medical 
College with the degree of Doctor of 
Medicine in 1910. His postgraduate work 
in otolaryngology was done under the 
supervision of Dr. Ross Skillern and Dr. 
George MacKenzie. He also studied at 
the University of Vienna, Austria. 

Dr. Shemeley began the practice of 
medicine in Camden, New Jersey. This 
practice was interrupted in 1917 when 
he entered military service during World 
War I. Following the war he practiced 
in Philadelphia for several years but re- 
turned to Camden in 1933. He served on 
the staff of West Jersey Hospital in Cam- 
den, and McKinley Hospital in Trenton. 

Dr. Shemeley was certificated by the 
American Board of Otolaryngology in 
1925, the year of its founding. He was 
a Life Fellow of the American Acad- 
emy of Ophthalmology and Otolaryn- 
gology, and a member of the Pan-Ameri- 
can Association of Ophthalmology, the 
Military Surgeons Association of the 
United States, the Philadelphia Laryn- 
gzological Society, the American Medical 
Association, and state and local medical 
societies. 

Dr. Shemeley died in Philadelphia on 
September 18, 1958. He is survived by 
his wife, Martha Shemeley. 


MORTON THELMAN SIEGEL 

Dr. Morton Thelman Siegel died in 
West Covina, California, September 15, 
1959, at the age of 36 years. 

Morton Thelman Siegel was born in 
Newark, New Jersey, February 4, 1922. 
After serving in World War II, he attend- 
ed Ohio State University and received 
his degree as Doctor of Medicine from 
Ohio State University College of Medi- 
cine at Columbus in 1951. He did post- 
graduate work at Los Angeles County 
General Hospital. 

In 1952 Dr. Siegel began the practice 
of medicine in Los Angeles. He was on 
the staffs of Intercommunity Hospital in 
Covina, Hartland Hospital in West Co- 
vina, and the Sister Kenny Hospital, El 
Monte. California. 


Dr. Siegel was certificated by the 
American Board of Ophthalmology in 
1956 and was certificated by the Ameri- 
can Board of Medical Examiners. He was 
a Fellow of the American Academy of 
Ophthalmology and Otolaryngology and 
a member of the American Medical As- 
sociation and of state and local medical 
societies. 

Dr. Siegel is survived by his wife, Jean 
E. Siegel of West Covina. 


HAROLD R. SIMONS 

Harold R. Simons was born in Chicago 
on December 24, 1904, and received the 
degree of Doctor of Medicine from Loy- 
ola University School of Medicine, Chi- 
cago, in 1929. He was a resident in oto- 
laryngology at Columbus Medical Center, 
New York, from 1932 to 1934. 

In 1934 Dr. Simons accepted a position 
on the instructoral staff at the Research 
and Educational Hospitals, University of 
Illinois. He also served as resident oph- 
thalmologist at Michael Reese Hospital, 
Chicago. In 1936 he moved to Memphis, 
Tennessee, where he was resident and 
house surgeon at Memphis Eye and Ear 
Hospital. 

Dr. Simons’ brief practice was inter- 
rupted by army service in 1942, when 
he became a lieutenant colonel in the 
Medical Corps of the U. S. Army. Follow- 
ing four years of army service he estab- 
lished a practice in San Francisco, where 
he was chief of the department of oph- 
thalmology at Kaiser Foundation Hospi- 
tal, and was on the staff of Greens Eye 
Hospital. 

Dr. Simons was certificated by the 
American Board of Ophthalmology in 
1943. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology and of the International Col- 
lege of Surgeons. He also held member- 
ship in the Pan-American Association of 
Ophthalmology, the Pacific Coast Oto- 
Ophthalmological Society, the American 
Medical Association, and state and local 
medical societies. 

Dr. Simons died on January 13, 1959, 
in San Francisco. He is survived by his 
wife, Gladys Simons. 


SAMUEL HARRY SKLOFF 


Samuel Harry Skloff was born in Phil- 
adelphia on August 10, 1905. He received 
his degree as Doctor of Medicine from 
the Jefferson Medical College of Phila- 
delphia in 1938. He did graduate work 
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at the University of Pennsylvania Medi- 
cal School in Philadelphia in 1943 and 
1944, and completed a residency in oph- 
thalmology at the Episcopal Eye, Ear 
and Throat Hospital, Washington, D. C., 
in 1946. 

Dr. Skloff established a practice in 
ophthalmology in Philadelphia, where he 
served on the staffs of Northeastern and 
Episcopal hospitals, and the Wills Eye 
Hospital. 

In 1950 Dr. Skloff was certificated by 
the American Board of Ophthalmology. 
He was a Fellow of the American Acad- 
emy of Ophthalmology and Otolaryngolo- 
gy, and a member of the American Med- 
ical Association and of state and local 
medical societies. 

Dr. Skloff died in the city of his birth 
on April 16, 1959. 


JAMES BUTT STANFORD 
Dr. James Butt Stanford, a Life Fellow 
of the American Academy of Ophthal- 
mology and Otolaryngology, died on 
January 29, 1959, in Dania, Florida. 


James Butt Stanford was born De- 
cember 17, 1886, in Waldron, Arkansas. 
He received his degree as Doctor of 
Medicine from the University of Tennes- 
see College of Medicine in 1909. He com- 
pleted postgraduate work in ophthal- 
mology at the New York Eye and Ear 
Hospital in 1916. 


Dr. Stanford was associate in ophthal- 
mology at the University of Tennessee 
College of Medicine. He was on the active 
staffs of Baptist, Methodist, Memphis 
Eye, Ear, Nose and Throat, and John 
Gaston hospitals. He also served as a 
consultant in ophthalmology at the U. S. 
Marine Hospital in Memphis. 


In 1916 Dr. Stanford was certificated 
by the American Board of Ophthalmolo- 
gy in the first group to be examined by 
that Board. He was a fellow of the Amer- 
ican College of Surgeons and a member 
of the Memphis Eye, Ear, Nose and 
Throat Society, the Tennessee State Eye, 
Ear, Nose and Throat Society, the Amer- 
ican Medical Association, and state and 
local medical societies. He had served 
as president of his local medical society, 
and of the Tennessee State Medical So- 
ciety. 

Dr. Stanford is survived by his wife, 
Valentine Stanford, and two daughters, 
Mrs. Richard Hughes of Memphis and 
Mrs. Lloyd Anderson of Dallas. 
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ERNEST ELWOOD TIPPIN, SR. 

Ernest Elwood Tippin was born in 
Mankato, Kansas, on April 7, 1890. He 
received the degree of Doctor of Medicine 
from the Rush Medical College, Chicago, 
in 1919. 

Dr. Tippin entered the practice of oto- 
laryngology in Wichita, Kansas, where 
he was associated with Dr. E. M. Sey- 
dell. He served on the staffs of St. Fran- 
cis and Wesley hospitals. 

In 1934 Dr. Tippin was certificated by 
the American Board of Otolaryngology. 
He was a Senior Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, and a member of the Ameri- 
can Society of Ophthalmologic and Oto- 
laryngologic Allergy, of the American 
Medical Association, and of state and 
local medical societies. He was a veteran 
of World War I. 

Dr. Tippin died in Wichita on October 
30, 1958. 


MANUEL URIBE TRONCOSO 

Dr. Manuel Uribe Troncoso died in 
New York on January 21, 1959, at the 
age of 92 years. 

Manuel Uribe Troncoso was born in 
Toluca, Mexico, June 17, 1867. He re- 
ceived his degree as Doctor of Medicine 
from the University of Mexico School of 
Medicine in 1890. He assisted at the 
Mexican Medical Congress in Mexico City 
in 1892, and later joined the staff of the 
Ophthalmic Hospital in Mexico City. In 
1898 he founded the Anales de Oftal- 
mologia, which was one of six publica- 
tions that merged to become the Ameri- 
can Journal of Ophthalmology. 

In 1907 Dr. Troncoso was a Mexican 
delegate to the Thirteenth International 
Conference on Hygiene and Public Health 
in Berlin. He remained in Europe for 
one year to study ophthalmology and the 


- medical examinations of school children. 


In 1916 Dr. Troncoso moved to New 
York, where he was granted a license to 
practice medicine without examination 
because of his ‘‘conceded eminence in his 
profession.’’ He served as professor of 
ophthalmology at the Post Graduate 
Medical School and Hospital from 1916 
to 1932. He then joined the research 
staff of the Eye Institute of the College 
of Physicians and Surgeons, Columbia 
University, where he gained the rank of 
assistant professor of ophthalmology. 


One of Dr. Troncoso’s greatest contri- 
butions to ophthalmology was the inven- 
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tion of the gonioscope. In recognition 
of this contribution he received the Re- 
search Medal of the American Medical 
Association Section of Ophthalmology. 


Dr. Troncoso was certificated by the 
American Board of Ophthalmology in 
1938. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology and a member of the Associa- 
tion for Research in Ophthalmology, the 
American Medical Association, and state 
and local medical societies. He also held 
membership in many foreign ophthal- 
mologic societies. He was a past presi- 
dent of the Spanish-American Medical 
Society, and an honorary member of 
the Academy of Medicine in Mexico. 

Dr. Troncoso is survived by two sons 
and four daughters. 


OLIVER WILLIAM TURNER 


Dr. Oliver William Turner, a Life Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology, died in 
Jackson Heights, New York, on Novem- 
ber 24, 1958, aged 90 years. 


Oliver William Turner was born in 
1868. He received his degree as Doctor 
of Medicine from Jefferson Medical Col- 
lege of Philadelphia in 1893. For many 
years he practiced the specialties of oph- 
thalmology and otolaryngology in Au- 
gusta, Maine, where he served on the 
staffs of the Augusta General and Au- 
gusta State hospitals. Dr. Turner re- 
tired from active practice in 19465. 


Dr. Turner had been a Fellow of the 
Academy for fifty years. He was also a 
fellow of the American College of Sur- 
geons, and had held membership in the 
American Medical Association and state 
and local medical societies. 


CHARLES EDWARD WALKER 


Charles Edward Walker was born in 
Ottawa, Illinois, September 29, 1861. He 
received his degree as Doctor of Medicine 
from Rush Medical College, Chicago, and 
for more than 50 years he engaged in 
the practice of medicine in Colorado. 

Dr. Walker was a Life Fellow of the 
American Academy of Ophthalmology 
and Otolaryngology. 

Dr. Walker died in Colorado Springs 
on November 17, 1958, aged 97 years. 


NECROLOGY 


723 


JOHN JOSEPH WALSH 
Dr. John Joseph Walsh, who was born 
May 3, 1908, died in Chicago, Illinois, 
on July 29, 1959. 


John Joseph Walsh received his pre- 
medical education at Loyola University 
and was granted his degree as Doctor of 
Medicine from Loyola University Medical 
School in 1933. He completed a residen- 
cy in ophthalmology and otolaryngology 
at Cook County Hospital in 1936 and 
took further postgraduate work in Ox- 
ford, England. Since that time he had 
been associated with the staff of the 
Cook County Hospital and had also 
served on the staffs of St. Luke’s Hos- 
pital and Mercy Hospital. He had been 
an instructor in otolaryngology at his 
alma mater, and an instructor in oph- 
thalmology in the University of Illinois 
Medical School. 

Dr. Walsh was certificated by the 
American Board of Otolaryngology in 
1943. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, and a member of the Ameri- 
can Medical Association and of state and 
local medical societies. 

Dr. Walsh is survived by his wife, Mae 
Murphy Walsh, and three children, John, 
James, and Mary Ann. 


HENRY CHARLES WEBER 

Dr. Henry Charles Weber, a Life Fel- 
low of the American Academy of Oph- 
thalmology and Otolaryngology, died in 
Drexel Hill, Pennsylvania, on October 30, 
1958, at the age of 70 years. 

Henry Charles Weber received his de- 
gree as Doctor of Medicine from Mar- 
quette University in 1914. He served as 
captain in the Medical Corps of the U. S. 
Navy, and was chief of the departments 
of ophthalmology and otolaryngology at 
the U. S. Navy Hospital, Great Lakes, 
Illinois. 

Dr. Weber was certificated by the 
American Board of Otolaryngology in 
1926, and by the American Board of 
Ophthalmology in 1928. He was a fellow 
of the American College of Surgeons, 
and a member of the American Medical 
Association and of state and local medi- 
cal societies. 


GEORGE ADRIAN WILEY 


George Adrian Wiley was born in 
Granite, Oklahoma, on May 9, 1904. He 
attended the University of Oklahoma and 
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the University of Alabama, and received 
the degree of Doctor of Medicine from 
the Northwestern University School of 
Medicine, Chicago, in 1933. Postgradu- 
ate work in ophthalmology was done at 
Illinois Eye and Ear Infirmary, Chicago. 

Dr. Wiley began the practice of his 
specialty in Norman, Oklahoma, in 1934. 
He was assistant professor of ophthal- 
mology at the University of Oklahoma 
School of Medicine, and was a member 
of the staffs of Norman Municipal Hos- 
pital and the University of Oklahoma 
Crippled Children’s Hospital. 

In 1951 Dr. Wiley was certificated 
by the American Board of Ophthalmolo- 
gy. He was a Fellow of the American 
Academy of Ophthalmology and Otolar- 
yngology, and a member of the Associa- 
tion for Research in Ophthalmology, the 
Pan-American Association of Ophthal- 
mology, the Kansas City Society of Oph- 
thalmology and Otolaryngology, the Okla- 
homa City Academy of Ophthalmology 
and Otolaryngology, the American Medi- 
cal Association, and state and local medi- 
cal societies. 

Dr. Wiley died in Norman, Oklahoma, 
on April 27, 1958. He is survived by his 
wife, Chlora M. Wiley, and two sons. 


DAVID EDMUND STAUNTON WISHART 

David Edmund Staunton Wishart was 
born in Toronto, Ontario, Canada, on 
August 22, 1888. He received his degree 
of Bachelor of Medicine at the Faculty 


of Medicine, University of Toronto, in 
1915. He did postgraduate work in oto- 
laryngology in Boston, Philadelphia, and 
Edinburgh. 

Dr. Wishart began his medical prac- 
tice with the Royal Army Medical Corps, 
Toronto. Since 1923 Dr. Wishart had lim- 
ited his practice to otolaryngology. He 
was an assistant professor of otolaryn- 
gzology at the University of Toronto and 
chief of otolaryngology for the Hospital 
for Sick Children at Toronto. He also 
served as honorary consultant of otolar- 
yngology at Women’s College Hospital, 
Toronto. Upon his retirement in 1953 he 
became graduate lecturer in otolaryn- 
gology at the Faculty of Medicine, Uni- 
versity of Toronto. 

Dr. Wishart was certificated by the 
American Board of Otolaryngology in 
1927. He was a Fellow of the American 
Academy of Ophthalmology and Oto- 
laryngology, and of the Royal Society 
of Medicine, London. He was past presi- 
dent of the American Otolaryngological 
Society and of the Canadian Otolaryn- 
gological Society. He also held member- 
ship in the Canadian Medical Associa- 
tion and the Ontario Medical Association. 

Due to the interest and efforts of Dr. 
Wishart, a clinic for the prevention of 
deafness was founded at the Hospital for 
Sick Children in Toronto. 

Dr. Wishart died in the city of his 
birth on April 8, 1958. He is survived 
by his wife, two sons, and a daughter. 
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BOOK REVIEWS 


THE TREATMENT 
TION OF READING PROBLEMS 
(THE NEURO-PSYCHOLOGICAL 
APPROACH). By Carl L. Delacato, 
Ed. D. Springfield, Illinois, Charles C 
Thomas, 1959. 122 pp. Price $4.50. 


AND PREVEN- 


Although reading problems have in- 
terested the ophthalmologist for years, 
the otolaryngologist is becoming increas- 
ingly involved in such problems because 
of his revitalized interest in develop- 
mental disorders. Both specialists have 
experienced a certain sense of frustra- 
tion as they have tried to discover the 
genesis of reading difficulties and the 
best method or methods for correcting 
them. As the author says, the general 
public tends to be critical of education 
in such matters. Educators, aware of 
this criticism, have tried many avenues 
for elimination of the nonreading or 
poor-reading handicap. There remain, 
however, a number of children who do 
not read as proficiently as their capac- 
ity would suggest they can do. 


The author offers a new hypothesis 
which suggests that defects in neurologic 
organization of a finer type than can be 
detected by present methods of neuro- 
logic examination are the basis of lan- 
guage and reading difficulties. He pre- 
sents methods of analysis and correction 
which seem to offer the first hope of 
correcting these difficulties which afflict 
nearly a fifth of our school children. 
This is an extremely interesting book 
and may prove of distinct value. It is 
recommended highly. 


PARSON’S DISEASES OF THE EYE. 
By Sir Stewart Duke-Elder, M.D., Ph.D. 
Thirteenth Edition, New York, The Mac- 
Millan Company, 1959. 579 pp. with Ap- 
pendix I, Preliminary Investigations of 
the Patient, and Appendix II, Thera- 
peutic Preparations. 


The first edition of this popular text- 
book appeared in 1907, the twelfth in 
1954. Since the twelfth edition, the sen- 
ior author has died and the revision for 
the thirteenth edition was assumed by 
Sir Stewart Duke-Elder. The new edi- 
tion incorporates new material, particu- 
larly in therapy, the importance of virus 
infections, and advances in our knowl- 
edge and understanding of the etiology 
and pathology of many ocular diseases. 
A rearrangement of some text material 
has brought subjects in sequence that 
were formerly dissociated. The text is 
compact, comprehensive and adequately 
supplemented by 22 color plates and 
459 text figures. 


THE SURGICAL TREATMENT OF 
FACIAL INJURIES. By  Varaztad 
Hovhannes Kazanjian, M.D., D.M.D., 
and John Marquis Converse, M.D. Sec- 
ond Edition. Baltimore, The Williams & 
Wilkins Co., 1959. 1070 pp., 1155 figures, 
an extensive bibliography and index. 
Price, $22.00. 


Since the first edition of this book 
printed in 1949 much new work has 
been published that is not available to 
most plastic surgeons except in widely 
scattered books and journals. The au- 
thors have analyzed the published works 
of hundreds of surgeons and summa- 
rized the best works in the principal sub- 
divisions of the area included in repair 
of facial injuries. Much of the material 
in this volume comes from the personal 
experience of the authors and other dis- 
tinguished specialists as case reports 
and examples of the application of gen- 
eral principles in specific instances. Ade- 
quate descriptive text is augmented by 
diagrams and cuts showing surgical pro- 
cedures and the final cosmetic and fune- 
tional results. 
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The anatomical divisions of the face 
are dealt with specifically without losing 
sight of the relationship of parts of other 
divisions. Cosmetic results often depend 
upon proper repair or replacement of 
bony deformities plus a suitable surface 
repair. l‘ractures are complicated as the 
many bones of the face are fragile and 
easily crushed in severe injuries. Thus 
proper anatomical restoration becomes a 
major problem in reconstructive plastic 
surgery. The authors acknowledge with 
thanks the services of several writers 
of chapters on repair of nerves, skin 
transplants and fractures. The chapter 
on early treatment of facial injuries is 
especially valuable for every practitioner 
of medicine who ts called upon at vari- 
ous times in his career to render service 
to a patient who has suffered facial in- 
jury. 


“The avoidance of permanent facial 
dishgurement and of serious functional 
disturbance is often dependent upon 
adequate primary treatment of such in- 
juries. For these reasons, a resume of 
emergency and early treatment is in- 
cluded in this chapter.” For the ad- 
vanced plastic surgeon technical details 
for repair of difficult cases are dia- 
grammed and otherwise illustrated. All 
illustrations are black-and-white line 
drawings or clear photo reproductions. 


SYNOPSIS OF ANAESTHESIA. 
By J. Alfred Lee, D.A., Senior Consult- 
ant Anaesthetist to the Southend-on-Sea 
Hospital. Fourth Edition, Baltimore, The 
Williams & Wilkins Company, 1959. 578 
pp. $6.50. 


The first edition of this book was pub- 
lished in 1947, the second in 1950, the 


third in 1953. Reprints with minor 
amendments came out in 1955. The 
fourth edition appeared in June 1959. 


The contents include notes on the his- 
tory of anesthesia, the pharmacology of 
dlrugs used in preoperative and in post- 


TRANSACTIONS — SEPTEMBER - OCTOBER, 1959 


operative medication, and a comprehen- 
sive description of methods and equip- 
ment used in anesthesia. General anes- 
thesia by chloroform, ether, gas by in- 
halation, chemical agents used locally, 
parenterally, intravenously and_ intra- 
muscularly are described in detail. 


Management of patients postopera- 
tively and preoperatively and use of rec- 
ords receives full attention. A complete 
and comprehensive treatise on all phases 
of the subject are clearly set forth, with 
illustrations where needed. The _ bind- 
ing is red cloth. The book, 5x7.5 inches, 
and 1.5 inches thick, has 578 pages of 
text and tables of rather small print. 
Suitable for students, it is also very valu- 
able for all doctors and dentists. 


SOUINT, WORTH AND CHAVASSE. 
By T. Keith Lyle, M.D., F.R.C.S., and 
G. J. O. Bridgeman, F.R.C.S. Ninth Edi- 
tion, Baltimore, The Williams & Wil- 
kins Company, 1959. 382 pp., illustrated. 
Price $10.00. 


The first edition of this book was 
written by Claud Worth and was pub- 
lished in 1903. The seventh edition, 
written by Bernard Chavasse, had the 
same general character of the first edi- 
tion, but the book was much larger and 
its appearance was changed radically. 


Because of the extensive additions to 
Worth’s original book by Chavasse, the 
new title of WORTH AND CHA- 
VASSE’S SQUINT has been retained 
by the present authors. This new edition 
is quite a departure from even the late 
edition. It includes new material on such 
topics as pleoptics, while deleting some 
chapters of the former editions which 
are not consistent with new develop- 
ments in the treatment of squint and 
are therefore considered obsolete. Much 
new material is included on the treat- 
ment of squint, and case illustrations 
have been added. A most lucid and com- 
prehensive treatise on disturbances of 
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motility supplements the main purpose 
of the book which is to explain the fac- 
tors that result in squint from infancy 
and to propose prophylactic and thera- 
peutic measures. 


TREATMENT OF CANCER AND AL- 
LIED DISEASES, Vol. Ill. Tumors of the 
Head and Neck. Edited by George T. Pack, 
M.D., and Irving M. Ariel, M.D. Second 
edition. New York, Paul B. Hoeber, 1959. 
740 pp; 1028 illustrations; bibliography; in- 
dex. $30.00. 


A condensed and abbreviated com- 
pilation of collective experiences, per- 
sonal opinions and literary fallout con- 
tributed by 70 authors each selected for 
his special knowledge of his assigned 
topic. The first part, entitled General 
Principles, includes a classification and 
routes of spread of cancer; general an- 
esthetic for head and neck surgery ; lo- 
cal anesthetic for operations on the head 
and neck; preoperative and postopera- 
tive care in treatment of neoplasms of 
the head and neck; including tracheosto- 
my and maintenance of nutrition. 


The following divisions discuss surgi- 
cal treatment of neoplasms, roentgen 
ray, diathermy, radium and other meth- 
ods in areas of the mouth, pharynx, 
nose, sinuses, ear, eye, larynx, neck and 
thyroid and parathyroid glands. 


The book is an atlas as well as a trea- 
tise on therapy. Most malignant condi- 
tions are classified by histopathology and 
some by anatomic situation or origin. 
Treatment of tumors of the eyelids, or- 
bit and the eye is covered in two articles. 
Most of the volume is concerned with 
treatment of tumors of the ear, nose, 
throat and neck. 


This is a quick reference book for the 
desk of the general practitioner, hardly 
technical enough for the surgeon spe- 


cialist nor inclusive enough for the ad- 
vanced student. 


ACTA—First Afro-Asian Congress) of 
Ophthalmology, 1-5 March, 1958, Cairo, Unit- 
ed Arab Republic. 731 pp. 


The Congress was initiated by the 
()phthalmological Society of Egypt for 
the purpose of uniting the efforts of the 
scientists of Africa and Asia in study- 
ing and combating eye diseases common 
to both continents. The first Congress 
was held in Cairo in March 1958. The 
second will be held in 1960 and subse- 
quent Congresses will be held every 
four years. 


The ACTA comprises the names of 
the administrative officers and commit- 
tees of the Congress, a geographical ros- 
ter of full members, associate members, 
ladies, minutes of the general commit- 
tee, statutes of the congress, meetings 
of the council and the papers present- 
ed at the scientific assemblies. The main 
subjects were trachoma, glaucoma, cata- 
ract, atomic energy, endemic diseases, 
injuries of the eye. About 30 free papers, 
some with discussions, are included. The 
book is printed in English with abstracts 
and summaries in Arabic. 


HEARING: A HANDBOOK FOR LAY- 
MEN. By Norton Canfield, M.D., associate 
clinical professor of otolaryngology of Yale 
University School of Medicine, president of 
the Audiology Foundation, Garden City, New 
York, Doubleday, 1959. 214 pp. $3.50. 


This is the first volume in the new 
l.ayman’s Handbook Series on dis- 
eases and abnormal health conditions. It 
contains a counsellor’s advice to the 
hard-of-hearing patient but may be read 
with benefit by social workers and others 
who deal with the problems of hard-of- 
hearing persons. 
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VI CONGRESS OF THE 
PAN-AMERICAN ASSOCIATION 
OF OPHTHALMOLOGY 


An official invitation to the ophthal- 
mologists of America and Europe has 
been received from the Governor of 
Caracas, Venezuela, to convene in the 
city of Caracas under the patronage of 
the government of Venezuela from Janu- 
ary 31 to February 7, 1960. The Gover- 
nor, Dr. Francisco Carrillo Batali, is 
anxious to participate personally in the 
success of the Congress, and has mailed 
invitations to American oculists. 


Caracas is a bustling commercial city 
of a million people, situated in a beauti- 
ful valley 3000 feet above sea level with 
an average temperature of 68 degrees; 
truly a paradise of eternal spring sur- 
rounded by high mountains and yet only 
30 minutes to the sea, through the most 
remarkable tunnel in the world. 


Guests of Honor participating in the 
Congress will include: Dr. Horacio 
Ferrer, Havana; Dr. Derrick Vail, Chi- 
cago; Dr. Rudolph Thiel, Frankfurt: 
Dr. Alan Woods, Baltimore; and Dr. 
Frederick Cordes, San Francisco. 


Distinguished guests from Europe 
will include Drs. Arruga and Barraquer 
from Barcelona, and Dr. Babel of 
Geneva. Drs. Ida Mann and E. Anderson 
will represent Australia. Reykjavik, Ice- 
land, will be represented by Dr. Kristjan 
Sveinsson. The Mexican delegation will 
be headed by Drs. Torres Estrada, Palo- 
mino Dena and Sances Bulnes. Among 
those attending from the United States 
will be: Dr. Conrad Berens; Dr. William 
L. Benedict: Dr. John McLean: Dr. 
Frank Constantine; Dr. Warren Reese: 
Dr. Wilfred Fry: Dr. Wendell Hughes: 
Dr. Louis Girard; Dr. Ira Jones: Dr. 
Jorge Buxton; Dr. Edward Norton: Dr. 
A. D. Ruedemann, Jr.: Dr. Victor 
Byrnes, and many others. 


Highlights of the program will follow 
later. 


- Notes 


POST PAN-AMERICAN CONGRESS 
MEETING IN NEW YORK 


The Institute of Ophthalmology of 
the Americas will conduct a Post Pan- 
American Congress Meeting at the New 
York Eye and Ear Infirmary from Feb- 
ruary 9 to 17, 1960. Each symposium 
will be composed of two Latin-American 
ophthalmologists and two infirmary staff 
members. The schedule is as follows: 


Cataracts 
Tuesday, February % 
10:00 a.m.—noon 


Retinal Detachment 
Wednesday, February 10 
10:00 a.m.—noon 


Muscle Anomalies 
Thursday, February 11 
10:00 a.m.—noon 


Glaucoma 
Friday, February 12 
10:00 a.m.—noon 
Uveitis 
Saturday, February 13 
10:00 a.m.—noon 


Keratectomies & Keratoplasties 
Monday, February 15 
10:00 a.m.—noon 


Pleoptics & Macular Function Testing 
Tuesday, February 16 
10:00 a.m.—noon 


Surgical Demonstrations on Television 
Wednesday, February 17 
9:00 a.m.—5:00 p.m. 


Invitations to attend may be secured 
by writing to Mrs. Tamar Weber, regis- 
trar, Institute of Ophthalmology of the 
Americas, New York Eye and Ear Infir- 
mary, 218 Second Ave., New York 3. 

ASIA-PACIFIC ACADEMY 
OPHTHALMOLOGY 


The Asia-Pacific Academy of Oph- 
thalmology will hold its First Congress 
October 10 through 13, 1960, at the 
University of the Philippines Medical 
Center. The theme of the meeting will 
be “Blinding Diseases of the Pacific Re- 
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NEWS NOTES 


gions.’ The official 


English. 


The Asia-Pacific Academy of Ophthal- 
mology was organized during the Eight- 
eenth International Congress of Oph- 
thalmology in Brussels on September 11, 
1958. The principal objective is to bring 
about a closer relation among ophthal- 
mologists and ophthalmological societies 
in the Asia-Pacific areas. The Asia-Pa- 
cific Academy aims to establish free ex- 
change of knowledge, to improve teach- 
ing and the practice of ophthalmology 
in the area, and to fight the great scourge 
of blindness in the many underdeveloped 
countries in the Asia-Pacific region. 


The general program of the first 
congress includes scientific sessions, a 
business meeting, presentation of papers, 
medical films and a social meeting. Guest 
lecturers are expected from _ India, 
Australia, Japan, United States, and 
European countries. Two days’ are 
planned for reading free papers. Any- 
one wishing to present a paper or a mo- 
tion picture should contact the secre- 


language will be 


tary of the Asia-Pacific Academy of 
Ophthalmology, William John Holmes, 
M.D., 280 Alexander Young Building, 


Honolulu 13, Hawaii. Doctor Holmes will 
also furnish information on travel, reg- 
istration, or other aspects of the meet- 
ing. 


INSTITUTE OF OPHTHALMOLOGICAL 
DOCUMENTATION 


The French Society of Ophthalmology 
and the Faculty of Medicine of Paris, 
have announced the opening of the In- 
stitute of Ophthalmological Documenta- 
tion last March. 


Located at the former Faculty of Medi- 
cine, 12, Rue de l’Ecole de Medecine 
(stairs A, first floor), the Institute is 
open to physicians and medical students 
interested in ophthalmology. 


Visiting hours are from 9:30 a.m. to 
12:00 noon and from 2:00 p.m. to 6:00 
p.m. on weekdays, and from 9:30 a.m. 
to 12:00 noon on Saturdays. 


Among the various works in the col- 
lection, special mention has been made 
of the ophthalmological books, and the 
French and foreign periodicals, many of 
which are ancient or not to be found 
elsewhere. Microfilms may be obtained 
from the Faculty of Medicine of Paris 
by persons not living in Paris. 
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LIBRARY FACILITIES FOR 
FOREIGN DOCTORS 


The Council of the British Medical 
Association has announced that the li- 
brary facilities of the British Medical 
Association are available to members of 
associations that hold membership in the 
World Medical Association. 


Foreign doctors who are resident in 
Great Britain for a period of not more 
than six months are invited to use the 
library facilities of the British Medical 
Association. They will be afforded all 
privileges of these facilities with the 
exception of borrowing the books. 


NATIONAL SOCIETY FOR THE 
PREVENTION OF BLINDNESS 


Dr. John W. Ferree will assume the 
post of executive director of the Na- 
tional Society for the Prevention of 
Blindness, effective September 14, Dr. 
Ira V. Hiscock, president of the National 
Society, has announced. Dr. Ferree will 
succeed Dr. Franklin M. Foote, who re- 
signed to accept the position of Com- 
missioner of the Connecticut Depart- 
ment of Health. 


Dr. Ferree, a graduate of Indiana Uni- 
versity School of Medicine, also received 
a degree in public health from the Johns 
Hopkins University. Following private 
practice in Indiana, he served six years 
with the Indiana State Board of Health 
as State Health Commissioner from 
1940 to 1942. During World War II. he 
served as a Commander in the U. §S. 
Navy Medical Department. Dr. Ferree 
has been associated with the American 
Social Hygiene Association and the Na- 


tional Health Council. For the _ past 
eleven years, he has served with the 
American Heart Association in charge 


of community service and educational 


activities. He has been Associate Medi- 
cal Director of that association since 
1957. 


Dr. Ferree 
children. 
York. 


is married and has three 
He lives in Pleasantville. New 


SCHOENBERG MEMORIAL LECTURE 

Dr. Algernon B. Reese, clinical pro- 
fessor of ophthalmology at the Columbia 
University College of Physicians and 
Surgeons, will give the annual Schoen- 
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berg Memorial Lecture on Monday, De- 
cember 7, 1959, at 8:15 p.m. at the 
New York Academy of Medicine. 


The Schoenberg Memorial Lecture is 
sponsored jointly by the New York So- 
ciety for Clinical Ophthalmology and 
the National Society for the Prevention 
of Blindness. The lecture is given in 
honor of the memory of Dr. Mark J. 
Schoenberg, a New York ophthalmolo- 
gist, one of the founders of the New 
York Society for Clinical Ophthalmology, 
and the first chairman of the National 
Society’s Committee on Glaucoma. Dr. 
Schoenberg died in 1945. 


The subject of Dr. Reese’s lecture will 
be “The Role of the Pigment Epithelium 
in Ocular Pathology.’’ He will discuss 
melanomas of the iris and simulating 
lesions, such as cyst implantations and 
freckles, arising from the pigment epi- 
thelium. 


All physicians are welcome. 


COURSE FOR ORTHOPTIC 
TECHNICIANS 


The Division of Ophthalmology of the 
Baylor University College of Medicine of- 
fers its facilities for the training of or- 
thoptic technicians. This program is 
open to any young woman who has com- 
pleted successfully at least two years of 
college or who is a graduate nurse. Good 
health and vision are required of the 
trainees. 


The course consists of 12 months’ 
didactic and practical training. Didactic 
training, which consists of lectures on 
refraction, retinoscopy, physiologic op- 
tics, perimetry, ocular anatomy, neuro- 
anatomy and motility, will be given by 
members of the Division of Ophthal- 
mology. Practical training will consist 


TRANSACTIONS — SEPTEMBER - OCTOBER, 1959 


of working in a clinic under the super- 
vision of a certified orthoptic technician. 


At the completion of the training, stu- 
dents are eligible to take the board ex- 
aminations for certification by the Amer- 
ican Orthoptic Council. 


There is no tuition for the course. 
Students will be required to provide 
their own living arrangements. Limited 
financial assistance is available through 
the Delta Gamma Fraternity, in care of 
Mrs. Ronald J. Foulis, National Project 
Chairman, 4432 Edmunds Street N.W., 
Washington, D. C. 


A personal interview is required of 
each applicant. For information write 
Louis J. Girard, M.D., Head, Division of 
Ophthalmology, Baylor University Col- 
lege of Medicine, 712 Hermann Profes- 
sional Building, Houston 25, Texas. 


FLORIDA MIDWINTER SEMINAR 


The Florida Midwinter Seminar of 
Ophthalmology and Otolaryngology will 
be held January 24 to 30, 1960, at The 
Americana Hotel, Miami Beach. 


The lectures on ophthalmology will be 
presented on January 25, 26 and 27. The 
lecturers for these courses will be the fol- 
lowing distinguished ophthalmoligtsts: 
Bernard Becker, M.D., St. Louis; David 
C. Cogan, M.D., Boston; Robert N. Shaf- 
fer, M.D., San Francisco; Joseph A. C. 
Wadsworth, M.D., New York, and Frank 
B. Walsh, M.D., Baltimore. 


The outstanding speakers who will 
lecture on otolaryngology on January 
28, 29 and 30 are Lawrence R. Boies, 
M.D., Minneapolis; Maurice H. Cottle, 
M.D., Chicago: Howard P. House, M.D., 
Los Angeles: Merle Lawrence, Ph.D., 
Ann Arbor, and Joseph Ogura, M.D., St. 
Louis. 
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POSITIONS 


WANTED—OPHTHALMOLOGIST 
AND OTOLARYNGOLOGIST 


The Medical Arts Clinic, Regina, Sas- 
katchewan, has an opening for an oph- 
thalmologist and an _ otolaryngologist. 
Certification of fellowship or eligibility 
to take the qualifying examinations of 
the Royal College of Physicians and Sur- 
geons of Canada is a basic requirement. 
The opportunity involves membership in 
a 45-man group practice, commencing 
on a salary, but with the possibility of 
future partnership. For information 
write Thos. J. Haughton, M.D., Secre- 
tary, Medical Arts Clinic, Regina, Sas- 
katchewan, Canada. 


WANTED: OPHTHALMOLOGIST— 
Board-certified. 

At the present time we are a group of 
twelve: 4 internists, 1 pediatrician, 2 
general surgeons, 1 ear, nose and throat, 
and plastic surgeon, 1 orthopedic sur- 
geon, 1 obstetrician and gynecologist, 1 
general practitioner, and 1 radiologist. 
All but three men are Board-eligible or 
certified. 

Madison is a university city spread 
around three pretty lakes. The communi- 
ty has doubled in population since the 
war. 

At the present time we are looking for 
an ophthalmologist who is certified or 
Board-eligible. He will have a starting 
salary of $15,000 and be eligible for 
partnership in two years. 

For further information, please write 
Rolf A. Quisling, M.D., Quisling Clinic, 
2 W. Gorham, Madison, Wisconsin. 


AVAILABLE 


WANTED—OPHTHALMOLOGIST or 
OTOLARYNGOLOGIST, Board-certified. 


General group of twelve specialists 
with modern clinic and hospital facili- 
ties, urgently needs one ophthalmologist 
and/or otolaryngologist, Board-certified, 
to work with Board-certified otolaryn- 
gologist whose practice is in both special- 
ties. City of 35,000 people, large trade 
territory. Starting salary $20,000 for 
each of the first two years to be in- 
creased as practice grows. Send pertinent 
data and photograph to P. W. Malone, 
M.D., Malone & Hogan Clinic-Hospital, 
811 Main Street, Big Spring, Texas. 


WANTED—OTOLARYNGOLOGIST. 


Board-certified or qualified. To join 
a busy one-man E.N.T. department of 
26-man medical group serving area of 
300,000 people. Income based on per- 
centage of department gross. For further 
information write Charles E. Langgaard, 
M.D., Summit Medical Group, 129 Sum- 
mit Avenue, Summit, New Jersey. 


Listings of positions available should be sent to 
W. L. Benedict, M.D., 15 Second Street S.W., 
Rochester, Minn., by the fifth of the month preceding 
publication. They should include (1) type of physician 
wanted (ophthalmologist or otolaryngologist: diplomate, 
resident, etc.); (2) type of position to be filled; and 
(3) whom to write for further information. Unless 
otherwise requested, listings will be published only 
once. 


The Academy will handle no further correspondence 
beyond the listing and assume no_ responsibility. 
Neither does it endorse nor guarantee any of the 
published listings. 
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A NEW MANUAL A NEW SUBJECT 


VOCAL REHABILITATION 


Friedrich S$. Brodnitz, M.D. 
Section on Instruction, Home Study Courses 


TABLE OF CONTENTS 
INTRODUCTION 


PART I. The Speaking and Singing Voice 
Chapter1 The Activator (Breathing Mechanism) 
Chapter2 The Vibrator (Vocal Cords) 
Chapter3 The Resonator (Supraglottic Airspaces) 
Chapter4 Medical Examination of the Vocal Organs 
Chapter5 Psychology of the Voice 


PART II. Functional Disorders of the Voice 
A. Diagnosis 
Chapter6 General Considerations 
Chapter 7 Mechanism of Functional Voice Disorders 
Chapter8 Pathologic Changes of Functional Origin in the Vocal Cords 
Chapter9 Psychogenic Voice Disturbances 


B. Therapy 
Chapter 10 General Principles of Vocal Rehabilitation 
Chapter 11 Surgical and/or Conservative Approach 
Chapter 12 Preoperative and Postoperative Management 
Chapter 13 Drug Therapy 
Chapter 14 Physiotherapy 
Chapter 15 Voice Practice 
Chapter 16 Special Therapeutic Problems 


PART III. Organic Voice Disorders 
Chapter 17 Imbalances of Nasality 
Chapter 18 Paralysis of the Vocal Cords 
Chapter 19 Structural Abnormalities and Benign Tumors 


Chapter 20 Postoperative Rehabilitation in Laryngeal Malignant Lesions 
Chapter 21 Voice After Laryngectomy 
Chapter 22 Oral Abnormalities 


PRICE $2.00 


Order from 


American Academy of Ophthalmology and Otolaryngology 
15 Second Street S.W., Rochester, Minn. 
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old ocular 


Prednefrin § means new relief in sight —for 
patients with inflammatory and allergic dis- 
orders of the anterior segment. Prednefrin S 
provides potent anti-inflammatory action 
(0.2% prednisolone) plus the advantages of 
immediate and prolonged decongestant effect 
. +. in a lubricating, non-irritating, special 
solution—a solution which assures uniform 
concentrations, freedom from stinging or 
burning on instillation and freedom from 
irritation for as long as therapy continues. 
Taken together, the ingredients in Prednefrin 
$ work together to safeguard sight—at the site. 


The complete Prednefrin § formula: predni- 
solone alcohol 0.2%, and phenylephrine HCl 
0.12% in a sterile, lubricating solution —for 


problem 


OPHTHALMIC SOLUTION 


prompt control of inflammatory and allergic 
conditions of the eyelids, conjunctiva, cornea, 
sclera, uveal tract and following thermal or 
chemical burns. 


DOosAGE: 1 to 2 drops two to four times daily. 
In initial 24-48 hours, the dosage may be in- 
creased safely to 2 drops every hour. 
Suppcy: In 5 cc. plastic dropper bottles—on 
prescription only. 

Also Available .. . Prednefrin® Ophthalmic 
Suspension— whenever the repository effect 
of a “solution-like” suspension and less po- 
tent anti-inflammatory action are indicated 
in the inflammatory conditions. 


ALLERGAN | |'\CORPORATION 


Los Angeles 17, California 
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